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Effe«tive 


in relaxi.g bronchial muscles and in 
markedly increasing vital capacity, 
ADRENALIN (epinephrine, Parke-Davis) 
is “most valuable for treating a severe 
acute attack of asthma.”* One of the 
truly basic drugs, it is also used 
extensively in the treatment of such 


conditions as urticaria, angioneurotic 
edema, anaphylaxis, serum sickness and 
nitritoid reactions. 


Indispensable 


in medical and surgical practice, 
ADRENALIN — the pure, crystalline 
hormone of the adrenal medulla — was 
isolated and its formula determined at the 


Parke-Davis Research Laboratories in 1901. 


Adrenalin 


plays a prominent life-saving role 
in the Adams-Stokes syndrome, 
anesthesia accidents and other emergencies. 
Combined with anesthetics it minimizes 
bleeding and prolongs anesthesia by localizing 
the site of action. Topically applied 
to mucous membranes it relieves catarrhal 
and congestive conditions. 


Available 


as ADRENALIN CHLORIDE SOLUTION 1:1000; 
ADRENALIN CHLORIDE SOLUTION 1:100; 
ADRENALIN IN OIL 1:500. 


*New and Nonofficial Remedies, Philadelphia, 
J. B. Lippincott, 1949, p. 234. 
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That “YOU” Look 


Properly developed, that You Look is always a new look because if there is one quality which 


does not pall or grow old it is naturalness. Look your best with cosmetics selected to suit your 


individual requirements and preferences. Cultivate that “You” Look. 


LUZIER’S FINE COSMETICS AND PERFUMES 
Are Distributed in Kansas By: 


BURBRIDGE AND BURBRIDGE, Divisional Disrtibutor 
519-520 Continenal Bank Building 
Lincoln, Nebraska 


DISTRICT DISTRIBUTORS 
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It was in 1865 that Charles A. 
Page organized one of the first 
canned milk plants in the world. 
Today, with improved modern, scien- 
tific facilities, the Page family is still actively 

engaged in the processing of top-quality evaporated milk. 


From this heritage of family know-how comes Page Milk, 
fortified with extra vitamin D. Addition of the sunshine vitamin, 
an improvement Page helped pioneer, makes Page Milk an ef- 
fective preventative for rickets. Irradiated 7 dehydrocholesterol 
is biologically assayed, insuring an unvarying vitamin D potency. 


Through the years no effort has been spared to improve proc- 
essing methods and raise the nutritional standard of Page Milk. 


Doctors can recommend Page Evaporated Milk with com- 
plete confidence that their patients are using a dependable, 
superior-quality product . . . produced by Page, a prominent 
name in canned milk history for more than eighty years. 


THE PAGE MILK COMPANY ns. 
COFFEYVILLE, KANSAS 
General Offices: Merrill, Wisconsin 
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Nasal membrane showing increased 
leukocytes with denudation of cilia. 


Normal appearing nasal epithelium. 
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Nasal engorgement and hypersecretion 
accompanying the common cold and sinusitis are 
quickly relieved by the vasoconstrictive action of 


NEO-SYNEPHRINE* 


HYDROCHLORIDE 
Brand of Phenylephrine Hydrochloride 


New Yor« 13, N. Winosor, ONT. 


nostril usually extends over two to four hours. The 
effect is undiminished after repeated use. 

Relatively nonirritating . . . Virtually no central 
stimulation. 

Supplied in %% solution (plain and aromatic), EA 
1 oz. bottles. Also 1% solution (when greater con- 
centration is required), 1 oz. bottles, and 2% 
water soluble jelly, % oz. tubes. 


The decongestive action of several drops in each Dsitliot 


Neo-Synephrine, trademark reg. U. S. & Canada 
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the stubbornest 
epistaxis 


with Gelfoam 


And in many other sitnations the physician and 
surgeon can rely on the notable hemostatic powers of 
Gelfoam,* an absorbable gelatin sponge. Its biochemical 
clotting action rapidly controls trickling from 
small veins, oozing surfaces, hemorrhages following 


resection and capillary bleeding. Readily cut 


or molded to any needed shape, easily applied 
(with or without thrombin), 
Gelfoam may be left in 


the wound with minimum 


*Trademark, Reg. U.S. Pat. Off. 
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Another product adapted to a variety of uses is short- 
acting Nembutal. Clinical reports now numbering more 
than 500 review over 44 conditions in which it is being 
effectively used. See list at right. 

Adjusted doses of short-acting Nembutal can provide 
any degree of cerebral depression—from mild sedation 
to deep hypnosis. Dosage required is only about one-half 
that of many other barbiturates. Small dosage has several 
advantages: less drug to be inactivated, less possibility 
of “hangover,” shorter duration of effect, greater safety 
and definite economy to the patient. 

Short-acting Nembutal is available as Nembutal sodium, 
Nembutal calcium and Nembutal Elixir, all in easily 
administered small-dosage sizes. For the tab-indexed 
booklet, ‘44 Clinical Uses for Nembutal,” write to 
ABBOTT LABORATORIES, Cuicaco, 


In equal oral doses, no other barbiturate combines 


QUICKER, BRIEFER, 
MORE PROFOUND EFFECT ti.an... 


(Pentobarbital, Abbott) 


SEDATIVE 
Cardiovascular 
Hypertension 
Coronary disease 
Angina 
Decompensation 
Peripheral vascular disease 


Endocrine Disturbances 
Hyperthyroid 
Menopause 


Nausea and Vomiting 

Functional or organic disease 
(acute gastrointestinal and 
emotional) 

X-ray sickness 

Pregnancy 

Motion sickness 


Gastrointestinal Disorders 

“Cardiospasm 

Pylorospasm 

Spasm of biliary tract 

Spasm of colon 

Peptic ulcer 

Colitis 

Biliary dyskinesia 

Allergic Disorders 

Irritability 

To combat stimulation of 
ephedrine alone, etc. 


Irritability Associated 
With Infections 


Restlessness and 
Irritability With Pain 


Central Nervous System 
Paralysis agitans 
Chorea 

Hysteria 

Delirium tremens 
Mania 
Anticonvulsant 
Traumatic 

Tetanus 

Strychnine 
Eclampsia 

Status epilepticus 
Anesthesia 


OBSTETRICAL 

Nausea and Vomiting 
Eclampsia 

Amnesia 


HYPNOTIC 
Induction of Sleep 


SURGICAL 
Preoperative Sedation 
Basal Anesthesia 
Postoperative Sedation 


PEDIATRIC 

Sedation for: 

Special examinations 

Blood transfusions 

Administration of parenteral 

vids 

Reactions to immunization 
procedures 

Minor surgery 


Preoperative Sedation 
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for POSTOPERATIVE 
POSTPARTUM 
NEEDS 


Basic design and theuniquesys- 
tem of adjustment make a large 
variety of Camp Scientific Sup- 
ports especially useful as post- 
operative aids. Surgeons and 
physicians often prescribe them 
as assurance garments and con- 
sider them essential after op- 
eration upon obese persons, 
after repair of large herniae, or 
when wounds are draining or 
suppurating. A Camp Scientif- 
ic Support is especially useful in 
the postoperative patient with 
undue relaxation of the abdom- 
inal wall. Obstetricians have 
long prescribed Camp Post- 
operative Supports for post- ———————— 1 
partum use. Physicians and 
surgeons may rely on the Camp- “am AM P ff 
trained fitter for precise execu- : Gciseli fie Su > portS | 
tion of all instructions. a 


If you do not have a copy of the THIS EMBLEM is displayed only by reli- 
“i able merchants in your community. Camp 
Camp Reference Book for Phy ae Scientific Supports are never sold by door- 
sicians and Surgeons’”’, it will to-door canvassers. Prices are based on 
intrinsic value. Regular technical and 
be sent on request. ethical training of Camp fitters insures 
precise and conscientious attention to your 

recommendations. 


S. H. CAMP anp COMPANY, JACKSON, MICHIGAN 
World’s Largest Manufacturers of Scientific Supports 
Offices in New York e Chicago ¢ Windsor, Ontario ¢ London, England 
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LABORATORIES 


RESPONSIBILITY 


CLINICAL PATHOLOGY 
PATHOLOGIC ANATOMY 


DUNCAN LABORATORIES 


Established 1924 


909 Argyle Bldg. KANSAS CITY 6, MO. 
230 Frisco Bldg. JOPLIN, MISSOURI 


RALPH EMERSON DUNCAN, M.D. 


MAURICE L. JONES, M.D. 


In addition to diagnostic laboratory services, chemically accurate and clinically tested re- 


agents, solutions, stains and culture media are available for immediate delivery. 


Mor 
| 
. 
} 


THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


CHECK 
LIST 


for choice of 
a laxative 


— TYPE OF 
ACTION 
Prompt action 

Thorough action 
Gentle action 


EFFECTS 
WY Free from 
Absence of Con- Ji di L 
spain Rebound udicious Laxation 
of Tolerance .. through freedom from 
undesirable side effects 
Y No Disturbance of ~The clinical preference for Phospho-Soda (Fleet)* 
—_ sal stems in large part from its freedom from unde- 
sirable side effects. This desideratum, together 
Y Causes no ie with its controlled action and ease of adminis- 
Pelvic Congestion tration, assure safe, effective anticostive therapy 
No Patient every prescription of this “tried and true” 
Discomfort laxative agent. Clinical samples on request. 
Nonhabituating C. B. FLEET CO., INC. LYNCHBURG, VIRGINIA 
“PHOSPHO.SODA ond FLEET” 


ore registered trade-marks of 


ADMINIS- PH Os PHO- so DA 
TRATION (FLEET) 


Flexible Dosage 
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KELEKET X-RAY SUPPLIES 


A COMPLETE LINE 
HIGHEST QUALITY PROMPT SERVICE 


Kodak . 
Rapin 


OFF 


One dependable source for all qual- 
ity X-ray accessories and supplies... 
that's KELEKET! You can be sure of 
getting what you want... when you 
want it... from Keleket's sales 
offices, servicemen and distributors, 
located all over the United States. 


Telephone or write for complete details 


Coufal-Keleket X-ray Co. 


1212 West Murdock Wichita 3, Kansas 
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THE SPENCER ROAD SANITARIUM 
Northeast 23rd and Spencer Road Phone 54-8405 
OKLAHOMA CITY, OKLAHOMA 


ESTABLISHED IN 1939 
for treatment of 


NERVOUS AND MENTAL DISORDERS 


Coyne H. Campbell, M.D., F.A.C.P., F.A.A.P. R. E. Carpenter, M.D. 
Harold G. Sleeper, M.D. Irene Jennings, R.N., Supervisor 
J. H. Barthold, Business Manager 
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ONG AGO, he’d planned the year, the day, the 
hour of his retirement. 


But now, a year beyond that date, his desk is 
still open . . . the weekday trout still in the brook. 


What happened? Unexpected expenses... . 
Nickie starting college . . . the last of Mom’s hos- 
pital bills. He never really figured it out. But the 
happy day he planned was no longer in sight. 


A lot of years are getting away from a lot of 
people . . . because they don’t have a plan which 
helps them save money regularly. But there are 
people who are making the most of the years, by 
investment in United States Savings Bonds. 


It’s an easy, automatic way of insuring a finan- 
cial future, thanks to two simple, automatic 
plans: 


1. The Payroll Savings Plan, at the firm 
where you are employed. You get a bond just 
as often as you like. 


2. If not on a payroll, join the Bond-A- 
Month Plan at your bank. 


Don’t let another year—another moment—escape 
you. Sign up today. 


Gitemilic, saving is sure, prving 
WLS. 


Contributed by 
CAPPER PRINTING CO., Inc. 


912 Kansas Avenue 
TOPEKA, KANSAS 
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On the SPOT with... 


Designed for eye, ear, nose, and throat 
work specifically, but widely used for 
many other operative procedures, the AO 
Operating Lamp gives an intense, uni- 
formly illuminated spot of light when you e 
want it, where you want it. The size of 
the spot is adjustable by means of an iris 
diaphragm. 

Unique body design combines maximum 
illumination with efficient heat dissipa- @ 
tion. Aluminum and plastic parts main- 
tain streamlined beauty, strength, and 
lightness. Note these special features: 


@ Conversion made easily from hand to 
floor use (and the reverse)—adapter on 


American Optical 


will 


Operating Lamp 


Call your AO Sales Representative. He 


stand screws directly into butt of pistol 
grip. 


Right angle mirror on lens tube provides 
complete versatility in spotting light. 


Flexible gooseneck places lamp in any 
desirable position. 


Ultraviolet and heat filters for simple 
insertion, singly or in combination, are 
available at nominal cost. 


be glad to arrange a demonstration. 


THE MAJOR CLINIC ASSOCIATION 


HERMON S. MAJOR, M.D. 
Medical Director 


3100 EUCLID AVENUE KANSAS CITY, MISSOURI 
A Well Beautiful 
Equipped Location 
Institution Large, 
Well Shaded 
for the Grounds 
Nervous and Spacious 
Mental Porches, 
Diseases and All Modern 
Alcohol Methods for 
Drug and Restoring 
Patients toa 
Tobacco 
Addictions Condition 


HERMON S. MAJOR, JR. 


Business Manager 


a rapidly 


acting 


estrogen 


More potent than any other available oral 
estrogen, EstinyL* provides unusually rapid 
relief from menopausal discomforts. 

Symptoms often subside within three days 
with one tablet of 0.05 mg. daily. 

EstINYL imparts that special sense of well-being 
characteristic of the parent substance estradiol. 


(ETHINYL ESTRADIOL) 


Flexible tablet dosage ranges from one 0.02 mg. 
tablet to one 0.05 mg. tablet daily. When a 

fluid estrogen preparation is preferred, 

EstinyL Ligup is available, containing 0.03 mg. 
ethinyl estradiol per teaspoonful (4 cc.), in 
an extremely pleasant tasting vehicle. 


*® 


cheering CORPORATION 


BLOOMFIELD, NEW JERSEY 
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Deformity Appliances 
of Quality 


Orthopedic and Surgical Appliances 
Artificial Limbs 


Trusses 


Abdominal 
Supports 


Elastic 
Hosiery 


Foot 
Supports 


Taylor Back Brace 


Made to Order 
In Our Own Factory 


Surgical 
Corsets 


P. W. HANICKE MFG. CO. 


1009 McGee St. Victor 4750 
KANSAS CITY, MO. 
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THE BROWN SCHOOL 


Four distinct units. Tiny Tots through the Teens. 


Ranch for older boys. Special attention given to 
educational and emotional difficulties. Speech, 
Music, Arts and Crafts. A staff of 12 teachers. Full 
time Psychologist. Under the daily supervision of 
a Certified Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View book. 
Approved by State Division of Special Education. 


BERT P. BROWN, DiRECTOR 
PAUL L. WHITE, M.D., F.A.P.A., 
MEDICAL DIRECTOR 
P. O, Box 4008, Austin, Texas 


THE 
Lattimore-Fink Laboratories 


TOPEKA, KANSAS 


J. L. Lattimore, A.B., M.D., Director 
A. A. Fink, M.D., Pathologist 
A. C. Keith, B.S., Chemist 
H. C. Ebendorf, M.T., Serologist 
L. A. Hull, A.B., Bacteriologist 


PATHOLOGY, SEROLOGY, CHEMISTRY, BACTERIOLOGY, 
HEMATOLOGY AND PARASITOLOGY 


Containers furnished upon request. 


OFFICES: 


Topeka, Kan. El Dorado, Kan. 


Sedalia, Mo. McAlester, Okla. 


a 
qf 
, 
NAG 
4 
: 
‘ 


PULVULES 
EXTRALIN 
Stomach Concentrate, Lilly) 
IN A COOL PLACE 


(Liver- 


KEEP I! 


Liver-stomach concentrate was discovered and 
evaluated in the Lilly Research Laboratories. It was given 
the trade-mark name ‘Extralin’ (Liver-Stomach 
Concentrate, Lilly). To this date it stands out as a most 
effective oral treatment for pernicious anemia. Twelve 
Pulvules ‘Extralin’ per day will produce a standard 
reticulocyte response in previously untreated cases in 
relapse. The same dose will maintain the blood picture of the 
average uncomplicated case at normal levels. Neurological 
involvement is prevented. When neural symptoms are 
present, progression is promptly arrested. For cases in which 
oral antipernicious-anemia therapy is indicated, specify 
Pulvules ‘Extralin.’ ‘Extralin’ may be prescribed alone or 
as a supplement to injectable liver extract. 


Litt Y 


ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, U.S.A. 
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A 15” x 12” reproduction of this illustration 
by Harold Anderson is available upon request 


COMING: THE GERIATRICIAN 


Increasing longevity is prima-facie evidence of medical 
progress. However, as more people grow older, physicians 
are confronted with an ever-increasing number of 
clinical problems which arise out of the aging process. 

It is no longer fantastic to assume that geriatrics will 
someday take its place at the opposite pole from pediatrics 
as a full-fledged specialty practice. 

Diseases of the heart, kidney, and blood vessels, pernicious 
anemia, diabetes mellitus, cancer, and other conditions 
which strike most frequently after middle age have engaged 
a large share of the time and thought of Lilly research workers. 
Crystalline digitoxin, liver extract, liver-stomach concentrate, 
and Insulin are but a few of the important contributions in 
which Eli Lilly and Company has shared. Perfecting existing 
preparations, as well as searching for answers to unsolved 
problems, keeps teams of scientists busy at the Lilly Research 
Laboratories. Practical developments are made available to 
the medical profession wherever ethical pharmaceutical and 
biological products are sold. 


Y 


LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 
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Survey of Anesthesia for Intra-Abdominal Operations’ 
John W. Pender, M.D.** 


Rochester, Minnesota 


The ways of producing anesthesia are as num- 
erous and variable as the people responsible for its 
administration. The selection of the anesthetist is 
much more important than the selection of the agent 
or method to be employed. The well-trained anes- 
thesiologist should be able to provide anesthesia for 
any operation with any or all of the anesthetic 
agents or methods, but the results may not always 
be completely satisfactory to all parties concerned 
unless the recommendations of the anesthesiologist 
are heeded. 

The “tool kit” of the anesthesiologist contains many 
anesthetic agents. Actually, these agents and methods 
are the pharmacologic tools which enable the anes- 
thesiologist to produce certain results. Just as all 
internists and surgeons do not employ the same 
drugs or instruments to produce a cure of any single 
disease or pathologic condition, all anesthesiologists 
do not employ the same anesthetic agents or meth- 
ods for any single operation. 

In order to judge the adaptability of the many 
available agents and methods to a group of opera- 
tions such as operations within the abdominal cav- 
ity, which present similar problems, some ideals or 
measuring devices must be set up. The ideals to be 
obtained by any anesthetic for an operation within 
the abdomen will vary according to the demands of 
the three parties concerned in the operation, namely, 
the surgeon, the patient, and the anesthesiologist. 

The surgeon desires good operating conditions. 
He must see the tissues on which he is operating, 
and, since the patient undergoing an abdominal op- 
eration must lie on his back, the surgeon must con- 
tinually be operating at the bottom of a hole. This 
hole has collapsible sides, and any tone or force of 
contraction of the muscles of the abdominal wall is 
transmitted to the walls of this hole and tends to 
prevent exposure of the site of the operation. For 


*Read at the joint meeting of the Kansas Society of Anesthesi- 
ologists and the Lyon County Medical Society, Emporia, Kansas, 
March 1, 1949. 


**Section on Anesthesiology, Mayo Clinic. 


this reason, skeletal muscular relaxation is as neces- 
sary during intra-abdominal operations as for any 
type of surgical procedure. 

The diaphragm which forms the upper end of the 
abdominal cavity must move with each inspiration 
and expiration, and it forces the abdominal surgeon 
to work in a moving field. Any type of anesthesia 
which promotes quiet breathing and decreased dia- 
phragmatic excursions is helpful to the abdominal 
surgeon. Sometimes, when the surgeon asks to have 
the anesthesia deepened or asks the anesthetist to 
“get ‘em down,” what he may actually mean is that 
the respiratory motion seems excessive. Before in- 
creasing the depth of anesthesia the anesthesiologist 
must evaluate the condition and decide whether the 
increased diaphragmatic movement is due to light 
anesthesia or to some other cause such as obstruction 
of the respiratory passages or even too deep 
anesthesia. 

As anesthesia reaches the third plane of the third 
stage, the intercostal muscles become less active and 
the diaphragm must make wider excursions in order 
to maintain the minute volume of respiration. This 
increased diaphragmatic movement, which is a sign 
of deep anesthesia, may easily be interpreter! as a 
sign of light anesthesia. Obviously the indicated 
treatment in the two states is entirely different and 
the welfare of the patient may depend on the anes- 
thesiologist’s own evaluation of the surgeon’s sug- 
gestions. 

Having delegated the responsibility of the opera- 
tion to the surgeon and the responsibility of the 
anesthesia to the anesthesiologist, the patient is pri- 
marily interested in avoiding as much as possible 
of the discomfort associated with the operation and 
anesthesia. He wants to be unconscious through 
as much of the procedure as possible and have as 
little memory of the trip to the operating room and 
the induction of anesthesia as is feasible. Any aid 
which diminishes the postoperative distress and the 
nausea which follows the operation, anesthesia and 
analgesic medication, is appreciated. 
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The anesthesiologist is primarily interested in the 
safety of the patient who has been entrusted to his 
care. This does not imply that the surgeon and 
patient are not also interested in safety, but they see 
the illness as a whole while the anesthesiologist con- 
centrates his attentions on the patient in the operat- 
ing room. He realizes that the most serious and 
immediate threat to his patient’s safety is a lack of 
adequate oxygen to the tissues, and much of his 
thinking and planning is based on the prevention 
of even the possibility of anoxia. Such conditions 
as obstruction of the airway, too deep or too high a 
level of anesthesia, open pneumothorax, extreme 
degrees of posture, use of weak anesthetic agents 
alone, marked anemia, and secondary shock are 
avoided with diligence, and provision is made for 
their immediate treatment if their prevention is not 
possible. The anesthesiologist also is constantly 
aware that many of his “tools” are inflammable and 
explosive and, therefore, constitute a constant threat 
to the safety of his patient. 


Premedication 


The anesthetist considers the anesthesia as begin- 
ning with the administration of a premedicant. 
Agents such as the opiates, merperidine hydro- 
chloride (demerol), methadon or dolophine hydro- 
chloride, atropine, scopolamine, and barbiturates 
are commonly administered by the oral, rectal, 
subcutaneous, intramuscular and intravenous routes. 
Morphine is the opiate most frequently used, but 
it produces disturbing side effects in many cases. 
Since pantopon is a mixture of the total alkaloids of 
opium, it contains morphine and, therefore, is not a 
satisfactory substitute for patients who are sensitive 
to morphine. Dilaudid hydrochloride has a formula 
which is similar to, but slightly different from, mor- 
phine. It is thought by some investigators to have 
fewer side effects, especially on the gastrointestinal 
tract, than morphine. 

The group of newer analgesics, of which merperi- 
dine hydrochloride and methadon hydrochloride are 
examples, seems to have definite indications but has 
not been generally satisfactory for preanesthetic 
medication because in the doses usually employed 
they do not produce as much euphoria and sedation 
as do the opiates. 

Before general anesthesia is induced, a belladonna 
derivative should be given to reduce secretions in 
the upper part of the respiratory tract and to re- 
duce the incidence and severity of nerve reflexes 
passing over the parasympathetic nerves. Atropine 
and scopolamine each have their advocates, but the 
advantages and disadvantages seem to be about 
equal. Scopolamine produces more amnesia but 
occasionally makes the patient less co-operative. 


The intravenous route of administering premedi- 
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cants is not employed as frequently as is indicated 
when the drug must be given a short time before 
the induction of anesthesia. It is desirable for the 
premedicants to exert their maximal effect before 
the induction of general anesthesia; therefore, when 
these drugs are administered subcutaneously they 
should be given about an hour before the induction 
of anesthesia is started. 


Rectal Anesthesia 


Rectal administration of tribromoethanol (aver- 
tin), barbiturates and ether in oil may be useful for 
producing a basal anesthetic state when other anes- 
thetic agents are to be used as supplements. This 
form of anesthesia is contraindicated for operations 
on the large bowel. When used alone, these drugs 
do fot produce enough muscular relaxation to please 
the surgeon, and the anesthetist is not able to con- 
trol the level of anesthesia adequately. The patient 
rather likes this type of anesthesia because it can 
be induced in his room without causing any more 
discomfort than the administration of an ordinary 
enema, and all the psychic disturbances associated 
with the anesthesia and operation are avoided. 


Local Anesthesia 

Among the anesthetic agents that may be used 
to produce infiltration, regional, subarachnoid 
(spinal), or peridural anesthesia for abdominal op- 
erations are procaine hydrochloride, metycaine 
hydrochloride, pontocaine hydrochloride (tetracaine 
hydrochloride) , nupercaine hydrochloride, intracaine 
(beta-diethylaminoethyl-p-ethoxy benzoate hydro- 
chloride), monocaine hydrochloride (butethamine 
hydrochloride), zylocaine, (W-diethylamino-2,6,-di- 
methyl-acetanilide. ) 

Infiltration and regional anesthesia have not been 
used as extensively in this country as they have been 
in Europe for operations on the abdomen. This is 
probably due to the fact that satisfactory general 
anesthesia is more frequently available in the United 
States. For abdominal operations, local anesthesia 
most frequently is used in cases in which the phy- 
sical condition of the patient is so poor that it is not 
advisable to administer a general anesthetic agent to 
produce anesthesia of sufficient depth to cause mus- 
cular relaxation. 

Infiltration of the line of incision, field block or 
block of the sixth to the eleventh thoracic nerves 
inclusive under the lower border of the correspond- 
ing rib on one or both sides in the posterior axillary 
line or at the intervertebral foramina, will produce 
anesthesia of the abdominal wall if the block is 
performed accurately and thoroughly. Anesthesia of 
the visceral peritoneum may be obtained by a block 
of the splanchnic nerves by either the surgeon or 
anesthesiologist. When the posterior approach is 
used, the anesthesiologist may perform the splanch- 
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nic block before the operation is begun, or the 
surgeon may use the anterior approach after the ab- 
domen has been opened. 

The surgeon frequently does not like local anes- 
thesia because it takes time to block the nerves, the 
muscular relaxation is not always satisfactory, and 
the patient may move and strain. The patient does 
not prefer local anesthesia because he is awake and 
knows what is taking place, the block usually does 
not abolish all sensation, and he is afraid that the 
operation will extend into an unanesthetized area 
or that the anesthesia will not last for the duration 
of the operation. Local anesthesia of all types is 
helpful to the anesthesiologist because the patient 
can maintain his own airway and be responsible for 
his own respiration. 

Spinal anesthesia is an incorrect term and should 
not be used to designate the type of regional anes- 
thesia produced when the roots of the lower spinal 
nerves are blocked as they pass through the sub- 
arachnoid space. Since no attempt is made to anes- 
thetize the spinal cord or the spinal column, “sub- 
arachnoid block” would be a more correct and more 
psychologically acceptable term. The word “spinal” 
creates fear because the patient has visions of large 
needles repeatedly being thrust into his spinal cord. 
Many patients refuse to have spinal anesthesia be- 
cause of the rumors they have heard about persistent 
backache and neurological sequelae following this 
type of anesthesia. Most patients want to be uncon- 
scious so they cannot see, hear, feel, or smell any- 
thing during the operation. If the patient is in doubt 
about having so-called spinal anesthesia, it is the 
surgeon who must convince him, since the anes- 
thetist usually has not been closely acquainted with 
the patient. 

Some surgeons prefer subarachnoid block for 
most operations on the lower part of the abdomen, 
because the anesthetic agent is not explosive and 
this method produces good muscular relaxation and 
quiet respiration. The vomiting which sometimes 
occurs in the course of subarachnoid anesthesia is 
a disadvantage to the surgeon but can usually be 
controled by very light general anesthesia. In the 
past, the operating time was limited when only the 
single-dose technic of subarachnoid block was used, 
but now that the intermittent or continuous technic 
can be used with the malleable needle, ureteral 
catheter, or plastic catheter, the operating time is 
not limited by the anesthesia. 

The occasional failure of the anesthetic agent to 
become effective, which causes a delay not appre- 
ciated by the surgeon, is most often caused by the 
full dose of the anesthetic solution not being de- 
posited in the subarachnoid space. Now that many 
patients are allowed to get out of bed in a short time 
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after operation, more postarachnoid puncture head- 
aches are being recognized. They may interfere with 
the usual postoperative routine and the patient's de- 
parture from the hospital may be delayed. To the 
anesthesiologist, the danger of the level of anesthesia 
becoming too high, the fall in blood pressure and the 
neurologic complications are the main objections to 
subarachnoid block. 

Peridural anesthesia, which includes caudal anes- 
thesia, has not been used generally for intra-abdomi- 
nal operations. The resulting anesthesia is uncertain 
in intensity and extent, and, if operating conditions 
are produced comparable to those resulting from 
subarachnoid block, the complications are about 
the same except that no postpuncture headache oc- 
curs. There is always the grave danger that the large 
dose of anesthetic solution may be introduced into 
the subarachnoid space instead of into the peridural 
space. 

The use of refrigeration anesthesia, which may 
be classed with regional or local anesthesia, is limited 
to the extremities. This type of anesthesia has not 
been found useful for abdominal operation. 


Intravenous Anesthesia 


Pentothal sodium is the anesthetic agent most 
frequently administered by the intravenous route but 
evipal soluble (hexobarbital soluble), ethyl alcohol, 
procaine hydrochloride and ethyl ether have been 
introduced directly into the peripheral blood vessels 
for the purpose of producing anesthesia. While cu- 
rare is not an anesthetic agent, one of its most fre- 
quent uses is as an adjunct to anesthetic agents. All 
these agents may be administered by the single-dose, 
intermittent or continuous methods. 

While the use of pentothal sodium alone has been 
reported as successful in large series of abdominal 
operations by a few anesthesiologists, most surgeons 
and anesthesiologists do not feel that pentothal sod- 
ium, alone or combined with nitrous oxide, produces 
adequate muscular relaxation for abdominal opera- 
tions when the dose is kept in the range considered 
to be safe. The combination of pentothal sodium 
for light anesthesia plus curare for muscular relaxa- 
tion has proved satisfactory. The quiet respiration 
and excellent muscular relaxation are an aid to the 
abdominal surgeon. The patient is pleased with the 
rapid pleasant induction, with the low incidence of 
postoperative nausea, and with the period of seda- 
tion and amnesia which persists after the anesthesia. 
This combination produces the minimal adverse ef- 
fects on circulation, only slight disturbance of the 
patient’s metabolism, and is noninflammable in 
character; therefore, it is liked by the anesthe- 
siologist. 

The disadvantages to the anesthesiologist are as 
follows: (1) depression of respiration may occur 
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when large doses of curare are necessary to produce 


the desired muscular relaxation, (2) the laryngeal 
reflexes are not proportionately abolished; therefore, 
laryngeal spasm may occur and the insertion of an 
endotracheal tube is difficult, and (3) prolonged 
postoperative depression occurs when large doses 
of pentothal sodium are necessary. 


Inhalation Anesthesia 


Inhalation anesthesia is the type of anesthesia that 
is used most frequently for intra-abdominal opera- 
tions in this country. Nitrous oxide, ethylene, cyclo- 
propane, ethyl ether, chloroform, diviny! ether, ethyl 
chloride, and trichloroethylene are the principal 
anesthetic agents that are administered by inhalation. 
They may be administered by the open, semiclosed 
or closed method, by the endotracheal or endo- 
bronchial route, or by insufflation. 

When used alone, nitrous oxide or ethylene is too 
weak to produce satisfactory anesthesia for abdom- 
inal operation but either agent may be used to ad- 
vantage when combined with other more potent 
anesthetic agents. 

Cyclopropane when used alone produces moderate 
muscular relaxation and quiet respiration. Light an- 
esthesia produced with cyclopropane plus curare is 
very satisfactory, but a few surgeons believe that 
cyclopropane promotes increased bleeding at the site 
of operation. This may possibly be due to a slight 
elevation in blood pressure which occurs in some 
cases during cyclopropane anesthesia. Patients like 
the quick and not unpleasant induction with this 
agent. 

The anesthesiologist likes cyclopropane for the 
following reasons: (1) a high percentage oxygen 
may be administered during anesthesia, (2) the 
patient recovers rapidly from the anesthesia and can 
maintain his own airway soon after the administra- 
tion of the gas is discontinued, and (3) few meta- 
bolic disturbances are caused by this agent. 

Among the disadvantages of cyclopropane to the 
anesthesiologist is the depression of respiration 
which frequently occurs in the stages of anesthesia 
necessary for the production of relaxation of the 
abdominal muscles. Smaller than average doses of 
morphine or other opiates should be given for pre- 
medication if the anesthesia is to be produced with 
cyclopropane; otherwise, an excessive depression of 
respiration may result from the combined effect of 
the two depressing agents. In some cases, cyclopro- 
pane causes disturbances in cardiac rhythm and rate, 
and may produce ventricular fibrillation. The use 
of many drugs has been advocated to decrease this 
effect of cyclopropane on the heart, but, in my ex- 
perience, the addition of small amounts of ethyl 
ether to the gas mixture being inhaled has been 
most satisfactory for this purpose. 
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When curare is given to produce the necessary 
muscular relaxation and only a low percentage of 
cyclopropane is needed to produce very light anes- 
thesia, the occurrence of cardiac complications has 
been less frequent and less severe. Owing to the 
rapidity with which changes in depth of anesthesia 
may occur in cases in which cyclopropane is being 
administered, the anesthetist should devote his full 
attention to the administration of the anesthetic 
agent and should not participate in other duties in 
the operating room. 


Occasionally, in cases in which cyclopropane anes- 
thesia has been used, serious delirium may develop 
in the period of recovery, or the patient may exhibit 
a shock-like state characterized by low blood pres- 
sure. It has been claimed that this shock-like state 
is not dangerous and that the patient will recover 
in a short time without treatment; the difficulty, 
however, lies in making the diagnosis as to whether 
the low blood pressure and shock are the result of 
the cyclopropane and do not require treatment or 
whether the low blood pressure is the result of 
traumatic shock and requires immediate treatment. 
All precautions against fire and explosion must be 
strenuously observed during the administration of 
cyclopropane. 

Diethy] ether is still probably the most frequently 
employed anesthetic agent for intra-abdominal op- 
erations. It produces satisfactory muscular relaxa- 
tion, and its effects are accurately predictable. It 
tends, however, to increase the rate and extent of 
the respiratory excursions, and it is inflammable. 
The patient prefers not to take ether because of the 
unpleasant induction when this agent is used alone, 
and because of the nausea and sensation of general 
malaise which rather frequently are experienced 
during the immediate postanesthesia and postopera- 
tive period. 

The anesthesiologist may be partial to the com- 
paratively clearly defined signs and stages of ether 
anesthesia and the stability of the resulting depth of 
anesthesia. The fact that both respiration and circu- 
lation tend to be stimulated by ether minimizes the 
anesthesiologist’s task of guarding the safety of the 
patient. One of the disadvantages of ether anesthe- 
sia, that is, slow recovery, has been decreased to a 
large extent in many hospitals by the institution of 
special postanesthesia rooms, so that one nurse may 
more safely and adequately supervise the immediate 
postoperative care of several patients. 


The increase in the secretion of mucus in the 
passages of the upper part of the respiratory tract 
caused by the inhalation of ether is a worry to the 
anesthesiologist because the mucus interferes with 
the patency of the patient’s airway and, when as- 
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;..ated into the lower part of the respiratory tract, 
may interfere with the gaseous exchange through the 
alveolar membrane. Alterations in the acid-base 
balance, carbohydrate metabolism and liver and kid- 
acy function are added disadvantages of ether anes- 
thesia. Until recently, the anesthesiologist had ino 
accurate method of determining the strength of the 
ether vapor being inhaled by the patient and was 
forced to rely mainly on the reaction of the patient 
to determine whether the amount should be in- 
creased or decreased. Faulconer’s acoustic gas an- 
alyzer' gives promise of eliminating this disadvant- 
age of ether and other anesthetic gases and vapors. 

Divinyl ether and ethyl chloride are too toxic 
to be administered for the duration of time usually 
required for intra-abdominal operations and, in ad- 
dition, are inflammable. 

Trichlorethylene is a noninflammable general 
anesthetic agent which has been used more exten- 
sively in England than in this country. It vaporizes 
slowly, and the muscular relaxation produced is not 
as profound as is desired by most surgeons for intra- 
abdominal operations. Damage to the liver and tri- 
geminal nerves has been reported following its use. 

The endotracheal method of general anesthesia is 
advantageous, especially for the surgeon and the 
anesthesiologist. Since the patient is unconscious 
during its use, he rarely knows or cares whether 
an endotracheal tube was used or not during the ad- 
ministration of the anesthesia. About the only time 
at which he is aware of its use is the infrequent in- 
stance in which the use of the endotracheal tube is 
followed by a slight hoarseness or irritation of the 
throat for 24 to 48 hours after the operation. 


From the standpoint of the surgeon, endotracheal 
anesthesia is advantageous because it promotes quiet 
breathing on the part of the patient and satisfactory 
relaxation of the abdominal muscles that participate 
in respiration. 

The use of endotracheal anesthesia allows the 
anesthetist to get out of the field of operation. From 
the standpoint of the anesthesiologist, the use of an 
endotracheal tube insures a good airway and an 
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added insurance of the maintenance of the safety of 
his patient. A plain endotracheal tube of large 
caliber so fills the space between the vocal cords that 
aspiration of foreign material into the trachea and 
lungs is decreased, while a tube with an inflatable 
cuff practically makes such aspiration impossible. 
This is particularly important during operations in 
the upper part of the abdomen in which manipula- 
tion of the stomach frequently causes its contents 
to be expressed up the esophagus and into the 
pharynx, where they may be aspirated into the lungs 
while the laryngeal reflexes are abolished by the 
general anesthesia. With an endotracheal tube in 
place, positive pressure anesthesia or controlled res- 
piration may be instituted immediately at any time 
in case of emergency, such as respiratory arrest, or 
the production of open pneumothorax. Besides the 
occasional pharyngeal and laryngeal complications 
already mentioned, damage to the teeth may occur 
in the course of insertion of an endotracheal tube, 
especially in cases in which the patients have a short, 
thick neck and nonremovable, upper incisor 
dentures. 
Summary 

Many different agents and methods are available 
to the anesthesiologist and surgeon for producing 
anesthesia for intra-abdominal operations. No single 
agent or method is ideal or satisfactory for all con- 
ditions, but a combination of agents and methods is 
more likely to be satisfactory to all parties con- 
cerned. For example, anesthesia may be started with 
intravenous administration of pentothal sodium or 
by the administration of a quickly acting gas, such 
as cyclopropane, for the comfort of the patient. 
Curare or ethyl ether may be used for maintenance 
of the anesthesia to provide satisfactory operating 
conditions for the surgeon, and an endotracheal tube 
may be inserted to allow the anesthesiologist to be 
prepared to prevent or treat likely complications and 
maintain the safety of the patient. 
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A New Concept of Treatment 
DeMerle E. Eckart, M.D. 


Abilene, Kansas 


The purpose of this paper is to enable the doctor 
to consider the unit as a biological unit without 
the usual separation of the psychobiological unit. 
The psychosomatic concepts have brought us closer 
to this goal but have failed to include the psyche as 
an integral part of the unit. The change over the 
last century has necessitated the biological unit to 
depend upon its primary security from the nervous 
system or nerve cell group instead of the musculo- 
skeletal group. Thus, since the nerve cell group 
takes a physical load from a previously considered 
physical or organic group of cells, it must be con- 
sidered on the same basis as that group. 

I believe in any discussion of a concept all terms 
should be defined as accurately as possible. Nerve 
cell energy is defined as energy required in projec- 
tion of the unit in the biological field and the mo- 
tivation and coordination of the metabolic process 
required in that projection. This means that this 
concept considers all relationship intrapersonal or 
the personal relationship with society; the thinking, 
conflicts and decisions attached to that relationship, 
whether they are in the scope of present or past un- 
solved or dissatisfied relationships must be consid- 
ered to use physical energy. 

I shall try to illustrate this point with a 29-year- 
old war veteran who has had multiple burns over 
his body and the loss of one eye while in service. 
He has a history of multiple hospitalizations with 
final diagnosis of psychoneurosis anxiety neurosis. 
This patient was first seen by me May 3, 1947. He 
was taking veterans training learning dairy business. 
This dairy did not have adequate facilities to give 
complete training and was using the patient as a 
cheap way to get a manager. Within a few weeks 
he was in charge and held responsible for all opera- 
tions. Thus, being a conscientious plus insecure in- 
dividual with past traumatic and nerve cell over- 
loads, he was first seen complaining of flu and being 
tired all the time. General physical examination was 
negative. I began seeing this patient more fre- 
quently using psychotherapy and sedation with tem- 
porary results. 

On January 6, 1948, his complaints became more 
acute. Another physical examination revealed sinus- 
irus and a small ulcer in sigmoid, plus a mild anemia. 
These were treated with success but his complaints 
were not helped and he began to lose more days 
from sickness with colds and stomach difficulties. 
We had discussed nerve cell loads and the possibility 
of getting a job with only muscular requirements. 


Psychotherapy was becoming less and less effective. 
We were fortunate five months later to have a pipe 
line started through this area, and a job walking the 
line opened up to this patient. He had adequate 
economic return to enable him to take care of his 
financial responsibilities. He was away from his 
family except for week ends and had only simpk 
intrapersonal social responsibilities. The response 
was almost immediate. He has had only one sick 
day in the last year, due to a cold. Thus, by chang- 
ing the energy requirement from a previously over- 
loaded cell group to one with adequate reserve, we 
have succeeded in enabling the biological unit to. 
make an adjustment and live within his energy 
quotient. 

It is obvious further definitions are necessary. 
We shall start out with the cell as a basic unit; the 
energy quotient as the energy output per unit of 
time; the cell reserve to denote the ability of the 
cell to produce energy quotient. Energy quotient 
decreases in proportion to cell reserve. Overloads 
are defined as cell requirements greater than the 
energy quotient. In other words, they utilize cell 
reserve. Cell debt is used to denote cells that have 
no energy quotient. Structural changes are of two 
types—reversible and irreversible. 

Cell groups are divided into systems which fol- 
low the usual divisions as found in all anatomical 
studies dealing with the biological unit. The nervous 
cell group in this discussion is used in the same 
grouping as other systems. In other words, instead 
of saying psychobiological unit it is necessary to use 
psychocardio, respiratory, digestive, etc. biological 
unit. This does away with the awkwardness of hav- 
ing to evaluate the amount of physical and mental 
disability in each patient. It enables us to discard 
the terms of nervousness and such in general treat- 
ment. 

The nerve cell overloads require physical energy 
as well as muscular cell overloads. Both cell groups, 
when reserve is decreased, may bring about pain in 
the musculo-skeletal group. It is believed that the 
cells in the nerve fiber or synapses protect the end 
organ from over stimulation. When the cell's re- 
serve is low, this protection ceases to exist for strong 
stimuli, thus causing a traumatic overload to the 
end organ. In the same way low reserve in the brain 
cells would give inadequate stimulus to the end or- 
gan to enable it to carry the required physiological 
and chemical loads. It is not the purpose of this 
paper to consider the nerve cell overloads as the pri- 
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rn uy cause of disease, but to bring out the physical 
re ation between overloads in the nerve cell group to 
ocaer overloads. This becomes of utmost importance 
in explanation to a patient that his symptoms are a 
result of using physical energy. This is advantageous 
in treatment in two ways—by removing the stig- 
mata which usually follows terms such as nervous- 
ness or just “your nerves;” and it enables one to 
convince the patient the necessity of living plans 
to conserve energy quotient by comparison to 
changes in return from business or principal when 
reserve decreases. 

The primary overloads to the biological units may 
be outlined as follows: 

I. Infection 

II. Traumatic to include surgery 

III. Chemical 

IV. Glandular 

V. Tumor 

VI. Security 

A. Nerve cell 
B. Muscular skeletal 
C. Smooth muscle 
1. Cardio-Respiratory 
2. Gastro-Intestinal 
3. Genito-Urinary, etc. 
D. Food 
E. Genetic, for example, the rheumatic state. 

These overloads can result from present or past 
structure of the biological field as well as the unit. 
Complaints are the first indication of overloads, 
symptoms are late indications. This might be com- 
pared with acute infection overloads in childhood, 
such as pneumonia which either clears up or con- 
tinues as a chronic infection load as a chronic bron- 
chitis. The acute nerve cell loads may come on in 
the same way and may clear up or continue as 
chronic loads. Fach of the chronic loads decreases 
the total energy quotient per day of the patient. 

Overloads may also be expressed as per cent of 
cell reserve used per day. For example 1/360 per 
cent per day or one per cent per year. It is estimated 
that 20 to 30 per cent of cell reserve must be utilized 
before the energy quotient decreases below the min- 
imum energy requirements of the biological unit 
(comphints become continuous). The overloads, 
past or present, may be in one group of cells while 
the complaints or structural changes are in another. 
This is especially true of the nerve cell group or 
circulatory cell group. 

In treatment one can evaluate the approximate 
cell reserve by determining the amount of energy 
requirement to bring about complaints. If com- 
plaints are continuous with the usual daily loads 
then we must assume that it is greater than 20 per 
cent. Generally we can assume it is about 30 or 40 
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per cent, especially if symptoms are present. This 
means the energy quotient is 60 to 70 per cent of 
normal. Time requirements restoring reserve seem 
to be in direct proportion to time required to de- 
plete the reserve plus the amount of cooperation in 
decreased daily requirements. This means that if we 
are going to be successful in treatment of a patient 
with 60 to 70 per cent of energy quotient we must 
decrease yearly energy requirements sufficient to 
replace reserve. 

Office periods must be used for patient education. 
Treatment plans naturally include living plans and 
all other procedures at our disposal to remove over- 
loads. It is also important that we do not recom- 
mend new overloads to the patient such as surgical, 
new intrapersonal, emotional, social or economic 
responsibilities, unless of course those are absolutely 
essential to the patient's immediate health, and in 
that case the patient should be told that complaints 
will be accentuated until the reserve is replenished. 


When structural changes in a cell group are ir- 
reversible the loads to the group will always have to 
be limited. As one progresses in building reserve 
it is impertant that we assist the patient in develop- 
ing a living plan which will keep energy require- 
ments equal to his energy quotient. 

A 46-year-old male accountant with a history of 
hypertension, spastic colon and chronic intestinal 
symptoms since 1930 and of being under continuous 
doctors’ care with multiple medications daily for the 
last six years, was first seen by me September 16, 
1946. He complained of having a diarrhea the last 
four days. His blood pressure would vary from 
200/110 to 178/100. His blood pressure would go 
down to 150 to 160 over 90 to 100. Repeated ex- 
amination revealed a common type of intraventricu- 
lar block and evidence of chronic cholecystitis. In 
other words, he had evidence of irreversible destruc- 
tion and lowered energy quotient in the cardiovascu- 
lar cell group, and lowered energy quotient as a 
result of chronic infection overload in the gastro- 
intestinal cell group. 

Evidence brought out in the later history revealed 
chronic nerve cell overloads plus a habit to take on 
other people’s loads. He has always been required 
to take more than usual family and security responsi- 
bility. We worked out a program of cutting down 
50 per cent energy requirements due to security 
loads. This was done by cutting out all muscular 
loads other than necessary muscular motivation in 
his work. By putting all detailed work and intra- 
personal relaticnship on his office staff, he cut dowa 
che other intrapersonal load plus entertainment load 
to a minimum. He was put on a low salt, low far, 
low residual diet. Each office visit was used as con- 
tinuous physical check plus reeducating the patient 
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on necessity and reasons for cutting down energy 
requirement. He was given a barbiturate to take 
when upset. 

We were fortunate in that he was economically 
able to take up flying and wanted to very much. 
This helped in that it gave ego support, thus allevi- 
ating some security loads. The first eight months 
were filled with discouragement and difficulties 
with readjusting energy requirements. Then def- 
inite improvement in complaints began to be pres- 
ent. His sick days have gradually been cut down 
until this last year he has had only one regular check 
and no sick days. His symptoms were free although 
there were no definite changes in structure but in 
physiological loads to those organs with low energy 
quotient. This patient has worked out a living plan, 
after understanding his condition, of living within 
his energy quotient. 

A 47-year-old housewife was first seen by me 
January 5, 1948, with multiple continuous com- 
plaints referrable to abdomen, head, extremities, 
heart. These complaints dated back 15 years with 
continuous doctoring. The complaints became more 
continuous the last five years. Also there developed 
a urinary frequency with slight but aggravating in- 
continence. 

A traumatic overload in the form of surgery was 
recommended to this patient. The patient sub- 
mitted and the result was an exacerbation of the 
complaints. A complete history and examination re- 
vealed glandular overload referrable to thyroid; in- 
fection loads referrable to chronic rhinitis and 
cholecystitis and colitis; structural damage irreversi- 
ble in the form of moderate cystocele and retrocele; 
chronic and acute security overloads in the form of 
muscular overloads at home as a result of poor ar- 
rangement of the kitchen and poor facilities, with 
added load of a three-year-old child; a nerve cell 
overload chronic in the form of too great responsi- 
bilities during adolescence. 

There was an acute nerve cell load in that patient, 
as she was imposed upon to do multiple community 
duties. Her friends could not understand why she 
was sick because she looked so well. Food overload 
was present resulting in 25 pounds overweight. A 
treatment plan was worked out. Her kitchen fa- 
cilities were improved to cut down muscular loads. 
All extra family energy requirements were discon- 
tinued. All intrapersonal contact was cut to a min- 
imum. 

Low fat and low cholesterol diet plus bile salt was 
used to decrease the gastro-intestinal load and biliary 
requirements. Goitrogenic drug was used to relieve 
glandular loads. The nerve cell requirements were 
both chronic and acute in nature, and she was using 
a tremendous amount of physical energy per day. 
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Time was used for educating the patient to the use 
of all nerve cell energy and to instill in the patient 
the idea that nerve cell energy requires physical en- 
ergy. We explained that unless we made a perma- 
nent plan of cutting down energy requirements, 
recovery would be only temporary and the first sign 
of discomfort would be an indication that her en- 
ergy Output was too great. By our seeing the patient 
12 times over a period of seven months, each time 
taking an average of 30 minutes, this patient has 
been free of complaints for the last year. All medica- 
tion has been discontinued except non residue diet 
—one physical check-up January 26, 1949. This pa- 
tient has cut down her total energy requirements 
below her total energy quotient per day. 


A 61-year-old farmer was first seen by me August 
28, 1946. This patient was complaining of ex- 
haustion, dizziness and constipation. Physical exam- 
ination was negative. He was on supportive treat- 
ment. On September 27, 1947, he had been to an 
eye specialist because of blindness in one eye. The 
eye specialist recommended a complete physical. 


Examination suggested a mass in abdomen and 
exploration was recommended. However, the pa- 
tient refused. Further history revealed security over- 
loads had been present relative to nerve cell energy 
requirements since childhood, and there had been 
much underlying conflict between him and_his 
older brother and later his own son. This was 
brought out six months later when patient devel- 
oped neurodermatitis (as described by Becker.) ! 
Each time the patient seemed about to recover he 
would have an acute exacerbation of the dermatitis 
following a visit by one of the two men. I also be- 
lieve the extra load suggested by myself by a wrong 
diagnosis of cancer of the colon was an added load 
which contributed to his eventual death. His death 
occurred in November, 1948. The primary cause 
was chronic and acute security overloads the result- 
ing structural damage of extensive skin damage. 
Clinical and laboratory findings by the dermatologist 
were not out of line with this conclusion and the 
autopsy was negative. 

In conclusion, this concept is no panacea for 
treatment. The road to recovery is full of hard work, 
disappointments and discouragement on the part 
of both the doctor and the patient. It can only be 
compared with the removal of acute infection over- 
load of pneumonia before our present antibiotics. 

The security loads have been accentuated since 
1914 and primarily energy requirements have been 
put on the nerve cell group. The patient as well as 
the doctor must be convinced that the energy re- 
quirement from the nerve cell group is the same type 
of energy that is used by other systems and can cause 
structural changes within itself (which with our 
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present methods we have been unable to identify 
except by electroencephalography)? and in other 
systems in which it plays a most important part in 
physiology and chemistry. 

It is of utmost importance that the doctor make 
no conclusion before all findings are before him. It 
requires continued rechecking of the patient. Nerve 


589 


cell overloads do not render the patient immune 
from structural changes elsewhere but can accentuate 


them. 
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Gastroduodenal Ulcer Following Gastroduodenostomy 


for Duodenal Ulcert 


V. Dale Alquist, M.D.* 
Philip Cooper, M.D.** 


Wichita, Kansas 


This paper is presented as a review of the more 
recent literature on gastroduodenostomy for duo- 
denal ulcer with a case report. 

The present paper does not include discussion of 
pyloropkasty. 

Gastroduodenostomy was developed along with 
numerous other operations for peptic ulcer and its 
complications. Following the suggestion by Jabou- 
lay in 1892 for anastomosing the second part of the 
duodenum to the stomach, and performed by him 
in 1894,! various procedures and modifications of 
this operation have been performed and reported 
by other surgeons. Among later reports, Reinhoff? 
in 1932 reported an infrapapillary gastroduo- 
denostomy performed by mobilizing and using the 
third and fourth part of the duodenum with the idea 
of lowering the high incidence of recurrent ulcers 
that occurred following gastrojejunostomy. He re- 
ported 13 cases with apparently excellent results. ‘ 

Clute and Sprague* in 1938 reported excellent 
results in 15 cases by anastomosing the mobilized 
second, and at times, the third portion of the duo- 
denum to the stomach, which they stated differed 
only in minor detail from the operation of Villard 
as modified by Kocher, and procedures described by 
Balfour in 1918 and by Moynihan in 1921. Flint* 
in 1927, in a study of 200 similar operations, did not 
see the complication of stomal ulcer. Wilkie? in 
1933 reported two cases of stomal ulcers in 159 
gastroduodenostomies. Graham® in 1938 reported 
one stomal ulcer following nine gastroduodenos- 
tomies. This made a total incidence of less than one 
per cent stomal ulcers following gastroduodenostomy 


+Published with permission of the Chief Medical Director, De- 
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in these series compared with an incidence of ap- 
proximately 8.5 per cent stomal ulcers following 
posterior gastro-enterostomy reported in a collec- 
tive review by Wright’ in’ 1935. 


Clute and Sprague? stated that they did not think 
sufficient advantage came from the third part of the 
duodenum as described by Reinhoff? to warrant the 
added dissection necessary to mobilize it. Hunt® in 
1939 reported 22 lateral gastroduodenostomies with 
exceNent results, although he? in a later article re- 
ported one stomal ulcer from the above series. Clute 
and Sprague!® in 1942 reported 11 additional gas- 
troduodenostomies with apparently excellent results. 


The collective rationale, based on clinical and ani- 
mal experimentation, for doing gastroduodenos- 
tomies was that the duodenum was physically better 
suited than the jejunum to receive the gastric con- 
tents. Hunt® stated that the greatest degree of al- 
kalinity of the duodenum is in the region of the 
papilla. In experiments on dogs by Wilhelms, Hen- 
rich ‘and Hill,!! it was shown that the increase in 
duodenal regurgitation was greater after gastroduo- 
denostomy than after gastrojejunostomy or pyloro- 
plasty. Also Hill, Henrich and Wilhelms,'? found 
that the reduction in gastric acid curve was more 
striking after gastroduodenostomy than after gastro- 
jejunostomy or pyloroplasty. In a series of experi- 
ments with gastrointestinal anastomosis on animals 
by DeBakey,!> ulceration occurred in a steadily ris- 
ing percentage of cases when increasing quantities 
of bile, pancreatic juice and succus entericus were 
removed from the area of the suture line and that 
ulcer occurred in 100 per cent of the cases where no 
bile, pancreatic juice or succus entericus reached the 
suture line. 

Reinhoff,2 Clute and Sprague,!° and Hunt® do 
not state that gastroduodenostomy is the treatment 
of choice for duodenal ulcer but that it is a proce- 
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dure with which every gastrointestinal surgeon 
should be familiar. 


Graham® in 1938, discussing the technical surgi- 
cal procedures for gastric and duodenal ulcer, stated 
that because of the complications following gastro- 
duodenostomies, he, was doing the more radical pro- 
cedure of gastric resection, with or without the re- 
moval of pyloric antrum and also quoted Sir David 
Wilkie, who at that time had done 180 gastroduo- 
denostomies but because of the high incidence of 
late postoperative sequelae had begun to question 
the value of the operation. 


Aside from the report by Clute and Sprague!® in 
1942, references in the literature pertaining to gas- 
troduodenostomy since 1940 are very meager. 
Lahey,'4 discussing gastroduodenostomy in 1941, in 
an article on the surgical procedures employed in 
the treatment of peptic ulcer, wrote that “it has little 
or no advantage over gastroenterostomy or pyloro- 
plasty and has the very definite disadvantage that, 
should postoperative ulceration occur in the stoma, 
it is so far down in the duodenum that, when the 
ulcer is removed by subtotal gastrectomy which now 
must of necessity be done, preservation of the com- 
mon duct and the point where it enters the duo- 
denum is very difficult. So much of the duodenum 
has been used up by the anastomosis of the cut end 
of the stomach to the duodenum that an extremely 
short duodenal stump remains, often so short as to 
be inadequate for safe inversion and closure in the 
course of the duodenectomy for removal of the ulcer 
at subtotal gastrectomy.” 


The following case history is presented as an ex- 
ample of stomal ulcer following an anastomosis of 
the stomach to the third part of the duodenum, and 
the difficult technical procedures involved in the 
subsequent operation because of the close proximity 
of the pancreas, superior mesenteric vessels and mid- 
colic artery. 


Report of Case 


A 56-year-old white male was admitted to the 
hospital on July 5, 1948, because of abdominal pain 
and vomiting. Patient was first hospitalized for 
epigastric distress in 1918 at the Norfolk Naval 
Hospital. Since that time patient had had an almost 
continuous abdominal complaint of epigastric dis- 
tress which varied in degree. Diagnosis of duodenal 
ulcer was confirmed clinically and by x-ray in 1935. 
In 1942, because of clinical and x-ray diagnosis of 
pyloric stenosis, a gastroduodenostomy was done at 
another hospital. Postoperative course was compli- 
cated by incisional hernia and wound abscess which 
drained intermittently until 1944, when a surgical 
sponge was found and removed on abdominal ex- 
ploration. The incisional hernia remained. Epigastric 
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distress continued following operation although it 
was more vague in nature. 

Three months prior to admission, patient's symp- 
toms became more definite and severe. He developed 
frequent attacks of vomiting and epigastric pain 
which had its onset approximately two hours after 
meals and was relieved for a few minutes by milk 
and soda or by food. There was a history of several 
tarry stools. Present admission was precipitated by 
an acute exacerbation of abdominal pain and vom- 
iting beginning the day of admission. Examination 
on admission revealed moderate epigastric tender- 
ness. There was a large incisional hernia in the 
upper abdomen measuring 914 x 11 inches. 

X-ray examination showed a stomal ulcer in ad- 
dition to the deformity of the duodenal cap, and 
pyloric stenosis. Chest films were interpreted as 
showing chronic bronchitis and possible early aorti- 
tis. The EKG tracing showed low voltage and minor 
T! and T° flattening which was interpreted as being 
compatible with some slight A.S. change. Gastric 
analysis showed fasting total acidity, 65 and free 
HC1., 41. Kidney function tests showed a urine con- 
centration up to 1.026 and a PS.P. excretion of 25 
per cent in two hours. The r.b.c. was 5.8 M., Hb. 
13.2 grams, w.b.c. 13,700 with 65 per cent neutro- 
phils and 32 per cent lymphocytes. The serology, 
urea N., cholesterol, total proteins and alb./glob. 
ratio were within normal limits. 

Patient was taken to surgery for exploration on 
July 22, 1948, with the tentative plan of performing 
a subtotal gastric resection or vagotomy, dependent 
upon the operative findings. At operation, under 
nitrous oxide, oxygen, ether endotracheal anesthesia, 
it was found that there were very dense adhesions 
between the stomach, duodenum, omentum, trans- 
verse colon and anterior abdominal wall. The 
stomach and duodenum were exposed with consider- 
able difficulty. The duodenal bulb was scarred and 
puckered. The stomach had been anastomosed to the 
third part of the duodenum and there was consider- 
able thickening and induration in the anastomotic 
area. 

The duodenum was dissected free from the 
stomach with considerable difficulty because of the 
close proximity of the pancreas, superior mesenteric 
vessels and mid-colic artery. A large indurated 
stomal ulcer was found with a crater approximately 
2.5 cm. in diameter. The ulcer on the duodenal side 
was excised and the opening in the duodenum closed 
with two layers of sutures. 

At this time the anesthesiologist stated that he 
had some difficulty maintaining a satisfactory blood 
pressure level, and it was felt that under the circum- 
stances the stomach resection should and could be 
accomplished as a second procedure at a later date. 
The opening in the stomach was closed rapidly with 
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co layers of sutures and the abdominal wound was 
c.osed with through-and-through silk sutures. 

The postoperative course was uneventful, except 
for some persistent daily gastric retention of 100 to 
500 cc. Patient's abdomen was re-explored under 
nitrous oxide, oxygen, ether endotracheal anesthesia 
on September 2, 1948, and adhesions were again 
pronounced requiring careful dissection. However, 
after approximately one hour of operating time, 
before the stomach could be satisfactorily mobilized 
for a resection or gastro-enterostomy, patient again 
showed a precipitous drop of blood pressure in spite 
of blood transfusions and other supportive therapy 
and the operation had to be terminated. Following 
this operation, the patient's general condition re- 
mained satisfactory, but the gastric residual each 
night varied from 500-700 cc. 


On September 28, 1948, another attempt was 
made to complete the surgery. Patient was started 
on intermittent spinal anesthesia, with pontocaine 
in 10 per cent glucose. One intraspinal injection of 
16 mg. of pontocaine was made in the third lumbar 
interspace, the patient reacted unfavorably relative 
to his blood pressure, and it took approximately one 
hour for the blood pressure to reach and maintain a 
proper level. Under the circumstances, surgery was 
postponed. In view of the persistence of consider- 
able gastric retention, and the anesthesiologist’s 
recommendation that conceivably the patient might 
well tolerate an intermittent spinal anesthetic given 
with repeated small doses of pontocaine, the opera- 
tion was again attempted on October 14, 1948. 
Spinal anesthetic employed was intermittent spinal, 
pontocaine in 10 per cent glucose. Repeated doses 
of four mg. of pontocaine were given as needed in 
the third lumbar interspace. A total of thirty-two 
mg. of pontocaine was given and the patient main- 
tained a satisfactory blood pressure level, and a sub- 
total gastric resection with an antecolic anastomosis 
was accomplished. 

A small part of the pylorus was not resected at the 
time because of the dense fibrotic fusion of that part 
of the stomach to the anterior abdominal wall, and 
the fear of prolonging the operation too long be- 
cause of the previous anesthetic difficulties. Post- 
Operative course was uneventful. The new gastro- 
enterostomy stoma opened promptly. Patient was 
discharged from the hospital asymptomatic 17 days 
following the operation. 

The patient was readmitted to the hospital on 
March 21, 1949, complaining of epigastric pain, 
vomiting of blood and tarry stools. Clinically the 
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patient was considered to have a bleeding gastroje- 
junal ulcer, although no evidence of one was seen 
by x-ray examination. The patient was taken to 
surgery on April 14, 1949, and under continuous 
spinal anesthesia the area of the gastrojejunak anas- 
tomosis was explored and an ulceration was found 
in the proximal jejunal loop. A pylorectomy was 
done as it was felt that this was the simplest pro- 
cedure, and it was not considered advisable to pro- 
long the operative procedure because of the patient's 
general condition and response to anesthetic agents. 
It was felt also that the pylorectomy, in itself, might 
result in the healing of the gastrojejunal ulcer. Post- 
operative convalescence was uneventful, and the 
patient was discharged asymptomatic May 4, 1949. 


Summary and Conclusions 


The more recent literature covering gastroduoden- 
ostomy has been reviewed and a case report of stomal 
ulcer following gastroduodenostomy presented. 


In the reported case, an additional problem existed 
relative to the patient's response to the anesthetic. 
However, the position of the gastro-duodenal ulcer, 
with its proximity to the superior mesenteric vessels 
and mid-colic vessels, made the dissection extremely 
hazardous. 

Due to the technical problems involved following 
the development of a stomal ulcer after gastroduo- 
denostomy, this procedure is not recommended as 
an operation of choice for duodenal ulcer. 
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Carotenemia: A Case Report 
Walter L. Schafer, M.D., and Edwin L. Slentz, M.D.* 


Wichita, Kansas 


A clinical condition characterized by jaundice 
without involvement of the sclera due to the pres- 
ence of excessive quantities of carotene in the blood 
was first described by Hess and Myers in 1919 and 
termed carotenemia.'! In their description of this 
entity they reported its reproduction by feeding an 
excessive quantity of carrots, oranges and egg yolk 
to normal children for a period of five to seven 
weeks. Examination of the plasma revealed a ben- 
zine soluble yellow pigment which was found to be 
carotene. 

The first reference to this condition was probably 
that of von Nordeen who, in 1907, described a sim- 
ilar clinical picture in young diabetic patients which 
he called xanthosis diabetica.? 

Other names applied to this entity are xanthosis 
cutis and aurantiasis cutis, either of which is pref- 
erable to carotenemia since excessive quantities of 
carotene may be found in the blood without deposi- 
tion of the pigment in the skin. In certain renal dis- 
eases carotinoids of the blood may reach extremely 
high levels without causing skin discoloration.3 

Carotenemia may occur at any age and in indi- 
viduals who are in perfect health. It, in itself, is a 
harmless condition which is manifest only by the 
yellow discoloration of the skin. There are appar- 
ently three etiological factors: diet, serum lipid level, 
and perhaps some disturbance in the metabolism of 
carotinoids.4 The diet is the most important factor. 
Without exception persons manifesting this condi- 
tion give a history of ingestion of considerable 
quantities of foods which contain large amounts of 
carotinoids. Among the usual foods mentioned are 
carrots, oranges, spinach, and green beans. It has 
been known to occur from ingestion of a consider- 
able quantity of papaya juice.° The serum lipid level 
is thought to be of some importance as an etiological 
factor as carotenemia is reported to be more com- 
mon in conditions associated with a high serum 
lipid, particularly diabetes mellitus, hypothyroidism, 
and nephrosis.° The third factor in the etiology, that 
is a disturbance in carotinoid metabolism, has never 
been proved. 

Clinically the jaundice occurs first in areas of the 
body with large numbers of sebaceous and sweat 
glands such as the palms, soles, nasolabial folds, et 
cetera. The pigment is thought to be excreted by 
these glands then rubbed into the superficial layers 
of the skin. Its onset is quite insidious and, with 
correction of the diet, its disappearance occurs slowly 
over a period of several weeks to months. 


*Department of Medicine, St. Francis Hospital. 


Case Report 

J. H., a 17-month-old white male, was first ob- 
served to have a yellow discoloration of the skin at 
the age of eight months. This had gradually in- 
creased in intensity to the time of admission to the 
hospital for treatment of an unassociated otitis 
media. The patient was the third of four children, 
his siblings having had no similar condition. The 
past history revealed normal growth and develop- 
ment. He had suffered three attacks of otitis media 
previous to the present episode without sequela. He 
had had urticaria from various foods on several oc- 
casions. The dietary history revealed that he had 
eaten large quantities of commercially prepared 
mixed vegetables in preference to other foods. These 
were found to contain a large proportion of carrots. 

Physical examination revealed a well developed, 
well nourished white child appearing about the 
stated age. There was a moderate generalized icterus 
more intense in those areas containing large num- 
bers of sweat and sebaceous glands. The sclerae were 
clear. Both ear drums were red. No other signifi- 
cant physical findings were noted. 

Laboratory data: Red blood cells, 3,320,000. 
Hemoglobin, 10.2 Gm.; white blood cells, 7,450 
with normal differential count. Icterus index, 18. 
Red blood cell fragility, initial hemolysis at 0.4, 
complete at 0.3. Prothrombin time, 100 per cent of 
normal. Bleeding time, two minutes, 25 seconds. 
Clotting time, three minutes, 18 seconds. Urinalysis, 
completely normal. Examination of the serum by 
the method of Pett and LePage revealed carotene. 

The diet was corrected with reduction of veg- 
etables of high carotinoid content. The jaundice 
subsided slowly and was completely gone after eight 
weeks. There has been no recurrence. 

Summary 

A short review of carotenemia is given with a re- 
port of a case occurring in a 17-month-old child due 
to ingestion of large quantities of a commercially 
prepared vegetable mixture for infants. The clinical 
picture of jaundice without involvement of the 
sclerae should lead to the consideration of the diag- 
nosis of carotenemia. The diagnosis is confirmed 
by the demonstration of the benzine soluble yellow 
pigment in the serum. 
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Control vs. Eradication of Tuberculosis 
Jay L. Sitterley, M.D.* 


Topeka, Kansas 


Kansas has the rather enviable record of having 
cae of the lowest mortality rates for tuberculosis. 
During the year 1948, according to provisional re- 
ports, 240, or 13 per 100,000 population, died of 
this disease. This figure is approximately a 25 per 
cent decrease over the year 1947. Case reporting 
showed an 11 per cent increase between 1940 and 
1947 inclusive. Of the total of 742 deaths from 
communicable diseases in 1947, tuberculosis ac- 
counted for 42.7 per cent or 317 of that number. 
In the United States between 1940 and 1947, the 
mortality dropped from 46 to 34 per 100,000, or 26 
per cent. At the same time, the case rate increased 
from 76 to 93 per 100,000, or 22 per cent. This 1s 
not eradication, and I question its control. 

These figures help to substantiate the observa- 
ticns of the author. Tuberculosis cannot be eradi- 
cated until it is under control, and control begins 
first by overcoming the apathy that exists in both 
the lay population and the medical profession. It 1s 
not controlled where persons with contagious dis- 
ease are allowed complete freedom of activity under 
not even token supervision. The statement, “We 
have so much tuberculosis, we don’t know what to 
do” is an admission of defeat. 

All of the tools necessary for its control are pres- 
ent. They need but to be used. The medical pro- 
fession—both general practitioner and specialist-— 
can do much to further reduce the mortality and to 
turn the morbidity rate down again. The following 
plan is offered and can become a routine part of the 
office practice in the complete evaluation of a pa- 
tient’s complaints: 

1. Tuberculin test all new patients on their first 
visit. The intradermal Mantoux, using either O.T. 
or P.P.D., is the preferred method. Correctly done 
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with a fresh solution, no more sensitive test exists. 
Lichtenstein, of the Municipal Sanatorium of Chi- 
cago, reports it in error 0.03 per cent in over 11,000 
tests. A reaction is diminished or abolished in acute 
febrile episodes or in terminal tuberculosis. 


2. Tukerculin test all non-reactors at yearly inter- 
vals. A reaction showing up in the year's lapse of 
time generally means infection took place within the 
past year. It should provoke two questions: What 
is the patient’s tuberculous status now? Who is the 
source of infection? Further clinical and laboratory 
work will answer the first question. Of the second, 
since the family or other intimate associates are, in 
the greatest majority of cases, the source, it can be 
found by tuberculin-testing them. Many times these 
contacts are ignorant of their contagiousness. 


3. X-ray alk tuberculin reactors at yearly inter- 
vals, and x-ray all recent reactors at three to six- 
month intervals for the first two years. This time 
element varies with what is found at the first exam- 
ination., As surely as a trip begins with one step, so 
does reinfection tuberculosis begin with a first in- 
fection. The so-called benign primary complex sets 
the stage for clinical tuberculosis later on. 


In conclusion: despite the decreasing mortality, 
there is a definite morbidity increase of tuberculosis 
in Kansas and the United States; and since eradica- 
tion is impossible without control first, and since, 
by the author’s observation, there is apathy exhibited 
by both the patient and the profession, a systematic 
plan for its routine office detection is offered. 
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CHILD WELFARE PAGE 


Epilepsy in Childhood 


IMPORTANCE. Conservatively estimated, there are at least 2,000 children with epilepsy in Kansas. 


ETIOLOGY. Diverse, but usually on a basis of organic brain changes. Birth injuries account for 
about 25 per cent of all cases, with cerebrovascular accidents (of infancy and childhood ), head injuries and 
miscellaneous diseases contributing about as many again. A clear pattern of genetic heredity is present 
in only a small minority of cases, but in some others the tendency to develop convulsions—after a head 
injury, for example—may have been inherited. Metabolic factors, such as nutritional status, acid-base bal- 
ance, temperature, fatigue states, menstruation, emotional tensions, are important modifiers of the quan- 


tity and quality of seizures. 


TYPES. Grand mal includes diffuse and focal major convulsions. Petit mal takes in a variety of mani- 
festations: simple petit mal (staring), “drop” or akinetic attacks, minor or abortive motor seizures, so 


called psychomotor equivalents, and a number of rare forms. 


DIAGNOSIS. Intelligent treatment absolutely requires a tight diagnosis, ruling out non-epileptic condi- 
tions and establishing a cause as far as possible. Diagnostic measures include: (1) a careful history, em- 
phasizing birth data and the pattern of the seizures, (2) thorough physical exam with a meticulous neuro- 
logical (3) provocative measures, hydration and overventilation, for producing seizures under test circum- 
stances, (4) electroencephalogram, (5) pneumoencephalogram, (6) in infants particularly, a sub-dural 


tap to rule out hematomata and (7) psychometric studies. 


TREATMENT. The sine qua non of treatment is reduction of the number and intensity of convul- 
sions to the point that the child may lead a reasonably normal life. Surgical excision of an epileptogenic 
area, or removal of a subdural hematoma, has produced some dramatic cures, but chief reliance must be 
placed on drugs and the control of environmental and metabolic factors. Phenobarbital and hydantoin 
derivatives (such as Dilantin) are best for motor seizures; tridione, benzedrine, and ketogenic diets, for 
simple petit mal. As all these drugs have potentially harmful side-actions and none are absolutely effective, 


their use requires knowledge, skill and painstaking experimentation. 


THE PSYCHIATRIC COMPONENT. To the child, epilepsy is a disease which frightens him, is never 
explained satisfactorily, sets him apart from other children and provokes their derision, is frequently em- 
barrassing and often dangerous, interferes with study and sport and most normal activities, requires much 
dosing and medical care, arouses in his parents conflicting feelings of guilt, rejection and oversolicitude 
and in the public mind, suspicion and mistrust. Small wonder that an “epileptic personality” develops, 
which may in turn intensify the seizures. Medical supervision must include helping the child to under- 


stand himself and his special problem. 


Prepared by Committee on Child Welfare 
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CANCER PAGE 


Diagnostic Tumor Clinics 


In the fall of 1946, the Kansas Division of the American Cancer Society set about to determine in 
what areas and by what means the Society might make its resources available to strengthen the medical 
service portion of the cancer control program in Kansas. The Committee on Control of Cancer of the 
Kansas Medical Society was asked to study this problem and make recommendations to the Society. 


After careful analysis of the situation, and with due regard to all the factors involved, the committee 
decided that the Society could best use its influence and funds toward the development of a medical serv- 
ice program which would assist local communities in improving and expanding their treatment facilities. 
Definite recommendations were made to the Society regarding its responsibility in the areas of “detection,” 
“diagnosis,” and “treatment.” These recommendations were accepted in their entirety and plans were im- 
mediately made to place the program into operation. 


Perhaps one of the most effective portions of the medical service program has been the organization of 
diagnostic tumor clinics in hospitals approved by the American College of Surgeons. Since Novemker 
1946, 26 clinics have been organized which have met the standards established by the Committee on Con- 
trol of Cancer and are receiving financial assistance from the Kansas Division. 


The success of these clinics is due largely to the interest and initiative which have been displayed on 
the part of hospital staffs and personnel in the hospitals in which the clinics are located. This cooperation 
has enabled Kansas to receive nation-wide attention for this unique approach to the problem of cancer 
diagnosis. 

The purpose of the diagnostic tumor clinic is two-fold: (1) to study all of the tumor cases admitted to 
the hospital in which the clinic is located; and (2) to provide a consultant group to which any physician 
may refer a case for discussion and recommendations. The values of such a service are readily apparent in 
terms of expanding the interest of the pro‘ession in the cancer control problem. 


The diagnostic tumor clinics now in operation are listed below: 


Date of Date of 

Hospital and Location Organization Hospital and Location Organization 
Mercy Hospital, Parsons .......... November 8, 1946 Mercy Hospital, Independence....October 10, 1947 
Hatcher Hospital, Wellington....December 3, 1946 Bethany Hospital, Kansas City....October 13, 1947 
William Newton Memorial Hospital, St. Anthony’s Hospital, Hays......October 15, 1947 

, eee January 8, 1947 Wichita Hospital, Wichita.......... October 20, 1947 
St. Mary’s Hospital, Winfield_....... January 8, 1947 St. Mary’s Hospital, Emporia..November 18, 1947 
St. John’s Hospital, Salina................ April 28, 1947 Stormont Hospital, Topeka...... December 17, 1947 
Newman Memorial Hospital, St. Anthony’s Hospital, Sabetha............ April, 1948 

May 8, 1947 Lawrence Diagnostic Tumor Clinic, 
St. Francis Hospital, Wichita............. May 19, 1947 June, 1948 
Providence Hospital, Kansas City....May 23, 1947 Chirst’s Hospital, Topeka............ October 25, 1948 


St. Margaret's Hospital, Kansas City..May 23, 1947 St. Rose Hospital, Great Bend..December 15, 1948 
St. Joseph’s Hospital, Concordia.......... July 1, 1947 St. Francis Hospital, Topeka....December 20, 1948 
Susan B. Allen Hospital, El Dorado....July 1, 1947 Sedgwick County Tumor Clinic, 

Asbury Hospital, Salina............ September 15, 1947 Wichita, Kansas.................. November 15, 1948 
Wesley Hospital, Wichita............ October 1, 1947 St. Anthony's Hospital, Dodge City........ July, 1949 


Other hospitals interested in establishing diagnostic tumor clinics may secure full information from 


the Kansas Division, American Cancer Society, 506 New England Building, Topeka, Kansas. 


P; d by Cc ittee on Control of Cancer 


: 
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PRESIDENT’S PAGE 


Dear Doctor: 


We should not be lulled into peaceful relaxation in the belief that the administration’s socialized medi- 


cine plans have been killed. Remember, it is the wounded bear that kills the hunter. 


We now face the strategy of finding socialized medicine parcelled into innocent looking packages. It 
is being disguised under titles that appear to have no bearing on medical care. Take S. 1411 for an ex- 
ample. This bill on aid to education has already passed the Senate and will be acted on by the House at 
its next session. Hidden in this bill is the provision permitting all children between the ages of five and 
17 years, in public and parochial schools, to have medical examinations and medical treatment at federal 
expense. 

S. 1411 and S. 1453, another dangerous measure, will be fully analyzed in the next issue of Medical 
Economics. Every doctor should read this article and point out the dangers of these bills to the Congress- 
man of his district. 

Occasionally I hear someone say that things have gone too far to stop socialization, but remember you 
cannot have liberty for nothing. If it is not worth defending we do not deserve it. We can still turn the 
tide if every one of us would spend one or two minutes with each patient discussing Americanism and 


the fundamentals that have made this nation great. 


Many are giving great service to medicine in Kansas. Our medical school under the effective and 
visionary leadership of Dean Murphy is progressing rapidly. So is the program for improving our mental 
hospitals, thanks to Dr. O. W. Davidson, Dr. Karl Menninger and many others. The committees of the So- 
ciety are contributing much toward giving the people of our state better care and their efforts are deeply 
appreciated. And many of you have shared in the magnificent task of bringing the Kansas Plan such a 
long way toward fulfillment. 

With humility we are facing many problems to be solved during the remainder of the year. How- 
ever, we find the spirit of cooperation demcnstrated by you, the Kansas doctors, adds to our courage in 


facing these problems. 


Sincerely, 


. 
. 
| 
| 
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EDITORIAL COMMENT 


Federal Legislation 

At a recent meeting in Kansas City a representa- 
tive of the Washington A.M.A. office told physi- 
cians of some of the federal legislation that is of 
particular interest to the medical profession. The 
Sist Congress had hundreds of bills introduced that 
had something or other to do with medical care or 
health. Very few of these passed, but very few were 
killed. The majority will receive attention in one 
way or another during the session beginning in 
January. 

Senate Bill 247, which creates a National Science 
Foundation, passed the Senate at the last session and 
will be considered by the House next year. This bi!l 
has the complete approval of the A.M.A. and repre- 
sents a forward step in the coordination of all scien- 
tific research on a national scale. S. B. 522 is in a 
similar position, having passed the Senate. It o’fers 
aid to public health units in establishing full time 
operations. 

The National School Health Service Act, S. B. 
1411, will be of great importance next year. This 
also has passed the Senate and will be acted upon in 
the House. Included in this bill in Part C, Section 
6, is the provision that all school children in paro- 
chial or public schools who are between the ages of 
five and 17 may be provided with physical examin- 
ations and treatment at federal expense. The A.M.A. 
approves the rest of the bill but will attempt to have 
that section deleted because it provides complete 
socialized medicine for all school children in the 
nation. Illustrating the dangers involved is the fact 
that there will be no more hearings on this bill. It 
will merely come to a vote in the House and, unless 
changed at that time through the passage of an 
amendment, will Lecome law. 

Another controversial measure is S. B. 1453, a 
bill to aid medical education. The A M.A. assisted 
in preparing this bill. It was designed to offer 
$500 to a medical school fer each student up to the 
normal enrollment. For every student accepted above 
the normal enrollment, an additional $500 cculd bz 
obtained. This was for the purpose of giving finan- 
cial assistance to schools and providing additional 
equipment and faculty members. Again, this bill 
passed the Senate, but just kefore passage an amend- 
ment was adopted that permits schcols of osteopathy, 
chiropractic, etc., to come under these provisions. 
The great danger involved is that a mushroom 
growth of unquali ied schools may be expected. 
Since they have no normal enrollment, the new 
schools may therefore obtain $1,000 annually for 
each student enrolled. This bill or its companion, 
H. R. 5940, will be considered ty the House next 
year. 


H. R. 6000 is a long bill of more than 200 pages 
revising the social security program. There are 
features concerning disability that are questionable 
and are considered to be backdoor attempts to fur- 
ther the cause of socialization. This bill, however, 
has not keen completely reviewed and will be dis- 
cussed in a later issue. 

S. B. 1679 is dead for the present. That is the 
administration’s National Health Act. It is the prin- 
cipal socialized medicine bill. However, other bills 
will be introduced in the next session. 

Of particular interest to the medical profession is 
the change in the Hill-Burton bill for federal aid to 
hospital construction. This bill passed both houses 
and has been signed by the President. It extends this 
program for an additional five years and allots more 
money to the states. Kansas will benefit by receiving 
about one million dollars more each year than was 
given under the old Hill-Burton act. The state 
Advisory Council has voted to increase the federal 
participation to 40 per cent of total hospital costs, 
so individual hospitals will receive more money and 
a larger number of hospitals can be benefitted. 

According to figures recently released by the 
Kansas State Board of Health, there are now 28 
hospitals under construction in Kansas. An addi- 
tional 14 have their. plans completed and will begin 
work in the near future. Five have recently been 
completed and are now in operation. It is of interest 
to note that less than half of these projects utilized 
this federal aid, preferring to build entirely from 
local funds rather than to accept federal aid, even 
though a minimum of control is exercised in the use 
of this money. 


Scrutiny of Income Tax Returns 


Business analysts have recently reviewed for their 
customers the reasons underlying the federal govern- 
ment’s increased interest in individual income tax 
returns. Their findings might be of benefit to the 
medical profession. 

This year the Bureau of Internal Revenue will 
have employed 27,000 agents. This will enable the 
closer scrutiny of income tax returns than at any 
other time. A few years ago, with less than half 
the present number of agents, the government col- 
lected almost 400 million dollars in extra revenue. 
This year they expect to collect more than two bil- 
lion dollars in taxes in instances where individuals 
attempted to avoid paying or where errors had been 
made in the returns. 

It has long been known by the government that 
errors or dishonesty in making returns occur most 
frequently among self-employed. individuals such as 
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doctors, lawyers, farmers, etc. Their bookkeeping is 
less efficient than methods employed by business 
firms, and most of their transactions are cash. These 
groups have been rather carefully checked for some 
years and this process will continue with even 
greater vigor in the future. It is readily understand- 
able when it is noted that more than 50 per cent of 
all evasion was detected in returns showing incomes 
of $7,000 or more. 

Closer scrutiny of incomes falling between $5,000 
and $7,000 will be noted. Until now these have 
been spot-checked, but with some two million 
returns falling into this range the government plans 
detailed auditing of a much higher percentage in 
the future. Study of returns listing less than $5,000 
will probably not be undertaken extensively until 
1952 or later. 

Many persons will be asked to produce records 
supporting their claims. In the next year or two the 
professional man who is not investigated may well 
be the exception rather than the rule. The report 
also suggests that returns for the taxable year 1945 
and earlier are relatively safe, except in those in- 
stances where the government has reason to believe 
that fraud was attempted. Primary attention will 
be given the years 1946 and 1947, particularly to 
the physicians’ group, because their incomes in- 
creased sharply during the war years. 

To be safe a physician should keep careful records 
of all transactions. His books should not be dis- 
carded for at least five years. Much grief might be 
spared if a competent tax expert would be employed 
to assist the physician in making out his returns. 
This could incidentally save the taxpayer consider- 
able sums of money in interest and penalties. 

As an employer the physician also has certain re- 
sponsibilities. Withholding taxes on the salaries of 
employees are required to be deposited monthly, and 
only one in three employers abides by these regu- 
lations at present. 

The Bureau's goal is to verify every return they 
get, at least as to mathematics. There are some 53 
million returns and of course it will be a physical 
impossibility to make a detailed analysis of each of 
these, but with added personnel and much new ac- 
counting equipment the government will make a 
closer scrutiny of more returns this year than ever 
before. 


Understanding the Diabetic 


A human and practical view of the diabetic was 
presented by a physician in an article for the Nassau 
Medical News. He said diabetics resent diabetes. 
They resent its restrictions. They resent the fact 
that they will always have the illness. 

First they wonder if the rules are necessary and 
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then chafe at regimentation, dictatorship and segre- 
gation. If there is an illness which exposes patients 
to these three unfriendly states, it is definitely this 
one, and the harsh part of it is that it is for life. 
To add to the difficulties is the fact that the patient 
tends to identify the physician with the disease and 
the relationship becomes complicated. More often 
than not the office visit is a third degree between 
the policeman and the suspected criminal. 

A minority of physicians doing diabetes work 
have experimented with relieving the patient from 
dietary restrictions, giving him enough insulin to 
keep the weight consistent, allowing sugar to spill, 
and considering the case satisfactory as long as the 
patient feels well. This philosophy avoids regimen- 
tation, but it is a radical concept requiring a great 
deal of insulin, which adds to the hazards of re- 
actions and perhaps will hasten blood vessel compli- 
cations. 

On the other extreme is a group that treats diabe- 
tes with very little insulin or none at all, simply by 
very rigorous dietary measures. The author of this 
paper believes both to be extreme measures that 
might work only occasionally under selected condi- 
tions. Accidents can occur under the former method 
of treatment, and the patient's inability to remain on 
a highly restricted diet presents a hazard in the 
latter. 

He advocates treatment somewhere between these 
extremes with more emphasis being placed on the 
patient’s mental condition. As a rule, the diabetic 
becomes neglected by his doctor. The patient is 
occasionally scolded and then he gets mad. He is 
mad at the disease anyway, and now mad at the 
doctor too and annoyed by his illness. The patient 
needs more than a pat on the back. A sugar-free 
specimen is hardly sufficient reward for weeks of 
ardent self control. The patient wants to feel that 
his doctor is vitally concerned and as pleased about 
his good conduct and discipline as he is himself. 

If the patient is given a clear view of his condition 
early, he will at least understand what is to be ex- 
pected of him. If the doctor can make the rules 
simple, that also will help. The best outlook for 
the diabetic is to remove as much as possible his 
resentment toward his illness. This is done by evi- 
dencing interest and encouragement, by forgiving 
dietary indiscretions, for they will happen, and by 
arranging a program which is within the patient's 
ability to follow. 


Maternal Mortality 
The A.M.A.’s Bureau of Medical Economic 
Research recently prepared figures on maternal 
mortality for all states, contrasting the year 1948 
with 1947 and 1933. In almost every instance these 
rates have improved. The Lest state in the nation, 
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‘regon, reported a rate of 0.4 per thousand live 
virths. Kansas stands well toward the middle with 
9. Only six states have a rate over 2.0. 

In 1933 there was not a single state with a death 
rate below 4.0. The highest in 1933 was 11.5. In 
that period of 15 years the United States had made 
tremendous progress on maternal mortality, the rate 
declining from 6.2 to 1.2. 

Perhaps even more significant is the fact that 
the gap between the state with the highest mortality 
and the state with the lowest is being closed. In 
1933 there was 7.2 difference between the states 
with the best and the poorest records. In 1948 it 
was 2.3. Stating this in another way, the highest 
state rate in 1948 was 2.7, less than two-thirds of the 
rate, 4.3, for the best state in 1933. In as far as this 
one group of vital statistics can be considered an 
index of health, it illustrates that all parts of the 
country, the wealthier and the poorer, the warmer 
and the colder climates, the white and the non-white 
population have benefitted alike in receiving ade- 
quate medical care. 


Attack on Heart Disease 

A large scale, nationwide attack on heart disease 
was launched in September when a total of $8,614,- 
737 in federal funds was awarded to 85 medical 
schools and research institutions in 34 states and the 
District of Columbia, according to announcement by 
the Federal Security Agency. 

The grants included several for the University of 
Kansas School of Medicine, the largest of which was 
$100,000 for building a cardiovascular unit adjoin- 
ing the out-patient clinic and hospital. An additional 
$14,000 was given for the establishment of a new 
training program, and $25,000 was marked for re- 
search, a continuation of a project already begun by 
Dr. Paul W. Schafer, chief of the department of 
surgery. The research grant was listed as “Further 
development and exploitation of a physiology lab- 
oratory for the study of cardiovascular disease in ani- 
mals and man.” 

“This marks the first broad scale federal support 
of the attack on heart disease under the National 
Heart Institute,” said Surgeon General Leonard A. 
Scheele. “It complements the programs of the 
American Heart Association and other non-govern- 
mental groups. Alone, neither the privately sup- 
ported programs nor the federal effort would pro- 
vide this urgently needed mobilization of forces 
against the leading cause of death in the United 
States.” 

Medical science has now classified more than 20 
types of heart disease as capable of causing death, 
but only five account for the majority of fatalities, 
according to Dr. C. J. Van Slyke. director of the 
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National Heart Institute. The five most fatal types 
are: congenital malformation, rheumatic heart dis- 
ease, syphilitic heart disease, hypertension, and coro- 
nary arteriosclerosis. All types together claim over 
625,000 lives annually. 

In an effort to learn more about the diseases of 
the heart and blood vessels and how to deal effec- 
tively with them, research scientists will utilize the 
grants to investigate on broad fronts the problems 
involved. Environmental and hereditary factors as 
they may relate to heart disease will come under ob- 
servation. Scientists will evaluate dietary factors, 
new surgical methods, the usefulness of new drugs, 
and new substances such as ACTH (adrenocortico- 
tropic hormone) and Cortisone (Compound “E”). 
New diagnostic instruments, such as the electroky- 
mograph, an apparatus used to investigate the move- 
ments of the heart, and the ballistocardiograph, 
which indirectly determines cardiac output, will be 
further evaluated for their usefulness. Other grants 
will support investigations seeking to perfect a 
“mechanical” heart to replace the human heart dur- 
ing Operations upon it. 

Diet will be investigated in order to determine 
more clearly its role in arteriosclerosis, the disease 
in which the arteries are narrowed and become brit- 
tke. Scientists have found that in a great number of 
cases of arteriosclerdsis, the blood level of cholesterol 
is higher than usual. They have also found tha: 
cholesterol forms part of the ulcer-like lesions on the 
walls that frequently become sites for the dan- 
gerous blood clots responsible for heart attacks. By 
feeding one group of animals a diet rich in choles- 
terol and another group a diet poor in cholesterol, it 
may be possible to establish some relationship be- 
tween diet and arteriosclerosis. In other projects 
cholesterol will also be tagged with radioactive car- 
bon in order to study how the body handles the fatty 
substance. 

In an effort to learn more about what causes rheu- 
matic fever, the great crippler of children’s hearts, 
investigators will be given financial aid in their at- 
tempt to learn what part the adrenal cortex gland 
plays in protecting the body against “allergic” re- 
actions. A prevailing theory is that the normal 
adrenal cortex exerts a protective action against un- 
usual sensitivity. It is possible this gland is injured 
during a streptococcus infection and thus is incapa- 
ble of exerting this protective action, as a result of 
which rheumatic fever follows. By studying the 
activity of adrenal cortical functions in patients with 
scarlet fever, a streptococcal infection, and acute 
rheumatic fever, it is hoped to learn something 
about both rheumatic fever and the action of the 
adrenal gland. 
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SOCIALIZED MEDICINE 


Editor's Note. This is the sixth of a series of 
articles dealing with federal compulsory health in- 
surance. These are designed to give the plysician 
factual information and reliable data which may be 
used in the preparation of articles or speeches on this 
important subject. Additional material will be pre- 
sented in subsequent issues. 


American Earning Power 


The cost of medical care is the biggest argument 
social planners have at their disposal in their cru- 
sade for government medicine. All such propaganda 
begins with the statement that millions of people 
lack proper medical care because they cannot pay 
the price. A great many learned arguments have 
been developed to prove that contention false but 
none carry the appeal that is created in the public 
mind by the suggestion that we, as Americans, are 
not getting all we have coming to us. There are, 
however, two arguments that should settle this issue 
for any person who is willing to give the subject a 
moment's thought. 


The first concerns voluntary prepaid insurance. 
There can be no doubt in the mind of anyone that a 
cooperative non-profit plan operated by physicians 
and subscribers will be less expensive than a com- 
parable program directed by bureaus of the federal 
government. This fact is so simple, so conclusive, 
and so instantly apparent that no further discussion 
should be needed. 


The second is more involved but can be used to 
dramatic effect if carefully introduced. Americans 
are dollar conscious and have come to place absolute 
confidence in the gold standard as set by this nation. 
A few are only now beginning to learn the fallacy 
of this trust, discovering that a dollar is without 
intrinsic value. It is worth only a relative amount 
based on a formula that involves the amount of time 
a person must work to earn this dollar and what it 
will purchase. The possession of a dollar is of sig- 
nificance only in terms of what it costs and what it 
will bzy. 


‘A man recently returned from China illustrated 
this principle by telling of having purchased an 
airplane ticket for a 500-mile trip. This required a 
carload of bills in large denomination and occupied 
the time of 11 clerks for four hours merely in 
counting. In a recent speech in Kansas Mr. Louis 
Bromfield told of a German who paid off a 100- 
year-old mortgage on his farm through the sale of 
a wheelbarrow full of potatoes. 


The important consideration is not whether an 
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appendectomy costs $150 but how long the patient 
has worked to earn. $150 and the relationship of 
that sum to the price of other commodities. The cost 
of medical care is not a problem to be answered in 
terms of dollars. If compared with other commodi- 
ties, as in the second of this series in the August 
issue of the Journal, it will be found not to te ex- 
cessive. If studied in relation to costs in other 
countries where socialized medicine exists, it will 
be found to be very low. 


The Standard Steel Spring Company of Pennsyl- 
vania has released some interesting statistics in its 
recent advertising literature. By way of example, 
they reported that in the United States a two-pants 
wool suit may be purchased for an average of 381 
hours of work. The Englishman would work 163 
hours for that same suit, and the Russian 506 hours. 
In the length of time it would take the Russian to 
earn enough to purchase one suit, the American 
would have earned enough to buy 13. His purchas- 
ing power is four times that of the Englishman. 
Other items are comparable. Men’s dress shoes may 
be purchased in the United States for 614 hours 
work, in Great Britain for 25! hours work, and in 
Russia for 145 hours of labor. A cotton housedress 
requires 214 hours work in this country, 101% in 
Great Britain, and 28 in Russia. These figures are 
recent, carrying a date of February, 1949. 


It is only natural, therefore, that Americans should 
own more commodities because their purchasing 
power is far greater. They are wealthier. In the 
United States one out of every four people owns a 
car; in socialist England there is one car for every 
22: in communist Russia, one for 252. In the free 
United States one of every three people owns a 
radio; in England there is one for five, and in Russia 
one for 45. Or take the telephone. In America there 
is one telephone for every five people; in socialist 
England there is one for every 155; in communist 
Russia there is one for every 188. 


It is of no more consequence whether a surgical 
procedure costs $100 or $1,000 than whether a suit 
of clothes costs $10 or $100. The important factor 
is how long a person must work before he can earn 
enough to pay for what he wants or needs. The 
purchasing power of the average American exceeds 
that of the citizen of any other nation. He is able 
to buy more necessities and also more luxuries. On 
the same basis his medical expenses will be less than 
elsewhere regardless of whether medicine is prac- 
ticed under free enterprise or doled out by the 
government. 


91st Annual Meeting, Kansas Medical Society, 
Wichita, Kansas, May 15-18, 1950. 
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BLUE SHIELD 


Press Relations 


How has the public accepted the announcement 
of Blue Shield contract changes and particularly the 
increased dues? While it is too early to make any 
definite statement, there are some straws in the 
wind. 

The entire membership has been notified of the 
changes. The real test of acceptance will not be 
felt until December 15, when more than one-half 
of the members will have been billed at the new 
rates. There have been almost no letters of criticism 
either by companies or individuals. 

The Blue Shield news release, announcing the 
changes, was printed verbatim in a large number of 
papers widely scattered over the state. While an 
important item in the changes was the substantial in- 
crease in dues, newspaper headlines gave more prom- 
inence to the changes in the services than they did 
the dues increase. It is interesting that the papers in 
areas where county-wide enrollment campaigns had 
been held printed the entire news release. It would 
seem that the editors in these areas, where local 
citizens have volunteered in the enrollment work, 
have become aware of the community significance 
of Blue Cross and Blue Shield. Below is the one 
editorial which was partially critical. It was first 
published in the Hutchinson News Herald and 
copied in the Salina Journal under the heading 
“Insufficient Shield.” 

“Blue Cross has made such great strides that 
today it is the exceptional person who does not 
carry one of these co-op insurance policies which 
for a small monthly payment provides for almost all 
the hospitalization a family needs. 


“Blue Shield, while it was a later starter, also is 
making remarkable growth. In a few more years it 
may cover as many as Blue Cross now does, in in- 
suring them against some of the medical costs they 
may be up against. 

“But as the answer to socialized medicine, Blue 
Shield, as presently constituted, never can be the 
satisfactory thing Blue Cross has proved itself to be. 
The Blue Shield is too specialized. Its limits are too 
narrow. It is designed to cover only the extra- 
ordinary, the emergencies, the once-in-a-lifetime 
affairs. 


“For the average family it is not operations, cancer, 
or broken bones that account for most of the doctor 
bills. It is the stomach aches, the cuts and bruises, 
the childhood diseases, and the infirmities that come 
with advancing years, which call for the bulk of the 
medical care and cost. 
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“By and large, Blue Shield ignores all these 
routine illnesses. If it ever is to knock down argu- 
ments of the socialized medicine advocates, it must 
be expanded to cover the cost of the doctor, irrespec- 
tive of the complaint he may be called upon to treat. 
Such expansion never will come, however, unless the 
medical profession takes the leadership in bringing 
it about.” 

Dr. L. S. Nelson and Dr. Leo J. Schaefer of Salina 
felt that this editorial should be answered. They 
have drafted a reply to the Salina Journal somewhat 
along the following lines. 

“Your editorial on Blue Shield in the November 
19 issue of the Journal raised some interesting and 
vital questions as to what a voluntary prepayment 
plan should try to do. 

“Your editorial suggests that the bulk of medical 
care occurs in the incidence of cuts, bruises, minor 
complaints and care of the aged. This may be true. 
But such costs are spread over the years in small 
amounts for each family. If Blue Shield were to 
include these minor treatments in its services it 
would mean that a high proportion of the dues paid 
by members would have to be used for relatively 
small expenses. These small expenses can be met 
by most of us at the time they are incurred without 
help from a prepayment plan. If the Blue Shield 
funds were used for this purpose it would drain its 
resources to the extent that greater limitations would 
have to be placed on the more serious and costly 
services. If Blue Shield tried to cover both the small 
and large expenses, the membership dues would have 
to be increased perhaps beyond the point which 
people of moderate income could afford. 

“The editorial suggests that Blue Shield, at 
present, covers only the extraordinary emergencies, 
quote, ‘the once in a life-time affairs.’ Actually 
however, we believe that a review of the Blue Shield 
services would show that the plan covers a consider- 
able range of illnesses, many of which occur rather 
frequently. For example, the services of the plan 
may be broadly described as follows: surgery, treat- 
ment of fractures and dislocations, anesthesia, mater- 
nity services, medical (non-surgical) care in the 
hospital for 30 days each year, diagnostic x-ray 
following an accident and x-ray therapy for treat- 
ment of cancer. Far from being as limited as your 
editorial suggests, these services actually are being 
used by about 160 members out of every 1,000 each 
year. This means that almost one member out of six 
uses the services each year. 

“While we are aware that Blue Shield may be 
improved gradually as we gain experience, we feel 
strongly that the present plan is a good one. It pro- 
vides a broad coverage at reasonable dues which 
people have been willing to pay in increasing num- 
bers. It is true that the primary emphasis of the plan, 
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at present, is on treatment of illnesses which involve 
more than the small expense of a single visit to a 
doctor's office. In other word the emphasis tends 
to be on the more serious illnesses. However, as 
indicated above Blue Shield is currently providing 
services such as maternity services, tonsil and ade- 
noid services and many others which are frequent 
causes for medical expenses for the average family. 
About two-thirds of all hospital care is for surgery 
and maternity care. 

“The real solution to making Blue Shield more 
adaptable to the growing medical needs of people 
lies in an intelligent understanding of the purpose of 
the plan by the medical profession on the one hand 
and the public on the other. When these two groups 
have established close communications with each 
other to the point where they can understand their 
mutual needs, we believe that Blue Shield will be in 
a better position to adapt itself to these needs. 
Progress in this direction has been good and is con- 
tinuing at a greater rate every day. 

“Having seen the benefits of voluntary, prepaid 
medical care plans in operation as frequently as we 
have, we are indeed glad to sign the above state- 
ment. 

(Signed) L. S. Nelson, M.D. 
Leo J. Schaefer, M.D. 
* * * 
New Bulletin for Physicians 

In December the first issue of a new bulletin for 
participating physicians will be sent to the more 
than 1400 Blue Shield participating physicians in 
Kansas. This bulletin will be called “December 
Memo to Participating Physicians.” Its purpose will 
be to provide doctors with news of the progress of 
Blue Shield, both from a national and a local point 
of view. Also the memo will keep physicians up to 
date in all matters regarding interpretation of the 
Blue Shield contract and other points which affect 
members and doctors. The style of the memo will 
be brief and factual. 


COUNTY SOCIETIES 


The Reno County Medical Society met October 
26 at the Officers’ Club, Hutchinson, with physicians 
from adjoining counties as guests. Dr. Charles C. 
Dennie, Kansas City, Missouri, spoke on “Manage- 
ment of Atopic Dermatitis and the Newer Treat- 
ment of Syphilis.” 


* * * 

Fourteen members of the Franklin County Society 
met October 26 at Ransom Hospital, Ottawa. Guest 
speaker was Dr. J. L. Lattimore, Topeka. 

* * * 


The Nemaha County Society entertained members 
of the Auxiliary at a dinner meeting at the Sabetha 
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Country Club October 25. Dr. Manuel Escudaro 
of the Menninger Foundation, Topeka, spoke on 
child psychology and the general practice of medi- 
cine. 

Thirty physicians who are members of the Tri- 
County Medical Society met at the Arkansas City 
Country Club October 27. Dr. Harrell C. Dodson, 
Jr,. of the University of Oklahoma Medical School, 
spoke on “The Treatment of Postoperative Compli- 
cations,” and Dr. Mahlon H. Delp, of the University 
of Kansas Medical Center, discussed “Syphilitic 
Heart Disease and Its Treatment with Penicillin.” 

* * * 

A meeting of the Harvey County Society was 
held at the Ripley Hotel, Newton, in October. Dr. 
C. D. Shrader discussed “Diseases of the Kidneys” 
and showed illustrative films. 

* * * 

Sponsorship of a medical speakers’ bureau for the 
benefit of Emporia clubs was one of the fall projects 
of the Lyon County Society. Under the plan, clubs 
desiring speakers may obtain them by making appli- 
cation. Topics to be presented are: Endocrine or 
Metabolic Diseases, Dr. Edward J. Ryan; Immun- 
ology, Dr. C. H. Munger; Communicable Diseases, 
Dr. C. R. Hopper; Maternal Care, Dr. David L. 
Traylor; Maternal and Infant Care, Dr. Rodger A. 
Moon; Pediatrics, Dr. David L. Davis; Psychiatry, 
Dr. Rodger A. Moon and Dr. Philip W. Morgan; 
Cancer, Dr. Thomas P. Butcher, Dr. J. J. Hovorka 
and Dr. John Lloyd Morgan; The Place of Surgery 
in Modern Medicine, Dr. Thomas P. Butcher; New 
Aspects of Medicine, Dr. Kenneth L. Lohmeyer; 
Prevention and Treatment of Deafness in Children, 
Dr. E. L. Gann; Trends in Anesthesia, Dr. Harold 
F. Spencer. Dr. Thomas P. Butcher and a lay speaker, 
President Paul B. McCleave of the College of Em- 
poria, will be available for discussions on Socialized 
Medicine. 

* * * 

Dr. William Brownlee of Hutchinson, who re- 
cently returned from spending two years in Germany 
as a medical officer, addressed the Rice County 
Society at a recent meeting. His subject was “Recent 
Observations in Germany.” 

* * * 

Thirty-nine physicians met at Larned November 
16 for the fifth meeting of the Midwest Kansas 
Medical Society. Dr. Edwin D. Bayrd of the hema- 
tology section of the Mayo Clinic discussed “Newer 
Concepts in the Management of Leukemia and the 
Malignant Lymphomas.” This society was organized 
by the county societies of the area to pool member- 
ship and make possible the securing of nationally 
known speakers for four or five meetings during 
each year. The next meeting is tentatively planned 
for Stafford early in 1950. 
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KANSAS STATE BOARD 
OF HEALTH 


State and Local Responsibility for Health 


Message delivered by Governor Frank Carlson at 
State Health Conference held at Wichita, Novem- 
ber 7, 1949. 

It is indeed gratifying to see so many of you re- 
sponding to an invitation to consider the health and 
well-being of every Kansas citizen. One of the most 
important resources of any state is the health of its 
people. With your friends and neighbors, you have 
chosen to assemble in true democratic fashion upon 
the call of your governor to assist in safeguarding 
the human resources of our state. 

The mid-point of a century has been a traditional 
time for stock taking. The 20th century, in carving 
its place deep in the walls of time, is unsurpassed 
in the destructive forces discovered and unleashed 
against mankind. To balance the ledger sheet, the 
20th century so far has also produced the greatest 
life saving devices, drugs and procedures dreamed 
of by man. What a century this would be if we could 
work cut in the remaining years a permanent pattern 
for peace and to apply our “know how’ to the ser- 
vice of humanity. The atomic age—in opening a 
new world to us—has brought an urgent need to 
find the way to a peaceful understanding, and tol- 
erant world—working out our differences ‘across the 
table instead of the battlefield. _ 

To emphasize this thought, I am reminded of an 
old story of a golf player who drove his ball on top 
of an ant hill. In his anger, he swung viciously at 
the ball, cutting a swath underneath the ball and 
through the ant hill. He swung again—and again— 
further reducing the ant hill but making no progress 
with the ball. One of the remaining ants in the hill 
spoke up to his fellows and said, “If we want to get 
out of this alive, we'd better get on the ball.” 

You may wonder what all this has to do with 
Kansas and health. At this mid-point of the century 
we realize that we have focused our drive, our best 
brains, money and effort in exploring and develop- 
ing the material resources of not only our own 
country but of the world. For our own self preserva- 
tion and security we must now turn our thoughts 
and energies to exploring and developing the spir- 
itual and human resources, out of which will come 
the kind of world we want for our children. 

In an address entitled “The Strength of Kansas,” 
given by Milton Eisenhower at the last annual meet- 
ing of the Native Sons and Daughters of Kansas, he 
had this to say: 

“The United States of America is now the Atlas 
of the free world. We must for the time being sup- 


port that world upon our shoulders—until it is 
strong enough to walk with us on paths of peace. If 
our muscles weaken, if we collapse, the entire free 
world will fall with us to be shattered on the rocks 
of totalitarianism. 

“And Kansas is the heart of Atlas! Herein lies 
our state’s great strength, her special function, her 
enormous opportunity to serve mankind. Geograph- 
ically and spiritually, Kansas is at the heart of our 
continental power. 

“We are balanced halfway between the America 
facing Europe and the America facing China; we 
are that happy mixture of town and country, agri- 
culture and industry, which seems best suited to the 
maintenance of democratic attitudes; and we have a 
state spirit which is a unique mingling of Puritan 
morality, Southern chivalry, and Western individual- 
ism. No state is more accurately representative of 
America as a whole than Kansas, and none is placed 
in a more decisive strategic position. Removed 
somewhat from the waves of event which beat so 
furiously on America’s shores, protected against the 
shocking impact of those waves, Kansas can keep 
her perspective—and what she decides to do can 
often determine the role of our nation as a whole.” 

Blessed with an environment abundant in its life- 
supporting products—springing from a stock of 
hardy pioneers—believing in and practicing health- 
ful living are the factors which have placed Kansans 
among the healthiest peoples on earth. Under the 
sampling provided by standards established in the 
examinations for Selective Service in the armed 
forces, only one other state had a smaller percentage 
of its men disqualified because of disease or physical 
defects. 

The strength of Kansas lies in her people.. The 
maintenance of this natural and abundant heritage 
of vigor, vitality, and good health is the responsi- 
bility of every citizen. This is one of the important 
functions of government that must be kept close 
to the people. Through the years our state legisla- 
ture has strengthened local governmental units in 
this field. Legislation has been passed that enables 
communities to organize official boards of health 
on a City, county, or on the basis of a combination 
of counties and cities. Further provisions have been 
made for financing services of full-time personnel 
which these local boards of health feel are necessary. 
In addition federal grants to the state in thé field 
of health are available to aid in financing local 
health services. 

In no other area of governmental activity has our 
state legislature given such freedom of action to 
communities than in matters pertaining to health. 
The construction, maintenance and operation of hos- 
pitals follow a somewhat similar pattern. The ability 
of our cities and counties to work together on an 
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official basis through the pooling of tax funds, per- 
sonnel, and joint boards in the solution of common 
problems is being eagerly watched by students of 
government. Perhaps no other field offers the same 
opportunity for collective community action in ef- 
fective and efficient use of the tax dollar. The spread 
of disease, securing and maintaining adequate safe 
water supplies, problems of sewage disposal, con- 
struction and operation of hospitals, the pollution of 
waterways, insect and rodent control, industrial 
wastes—all are problems pertinent to our well-being 
—yet, are not limited by boundaries. 

The role of the state and federal government in 
the solution of health problems should be a relatively 
minor one. State and federal agencies can function 
best in handling major epidemics or problems such 
as stream pollution which are costly and involve 
large areas or transcend state boundaries. 

Furnishing of expert consultants and financial 
aid, when needed, without control, are other accept- 
able services. The farther away we get from com- 
munity or local interest and action in meeting the 
needs of the people, the closer we come to a welfare 
state. The right of the individual to solve his own 
problems is basic in our democratic way of life. 

Forty years ago Governor Hoch called a meeting 
of interested citizens of the state to consider the 
problems involved in the control of the leading cause 
of death which, at that time, was tuberculosis. From 
that meeting stemmed the leadership and state-wide 
interest that produced, through the legislature, the 
funds to start an educational control program and to 
build the State Sanatorium at Norton. Today, tuber- 
culosis is in ninth place as a cause of death in Kan- 
sas, and our stepped-up control programs aimed at 
the eradication of this disease reduced the death rate 
25 per cent last year. In terms of lives, the yearly 
average number of deaths from tuberculosis 40 years 
ago was 925, compared to 239 for last year. At that 
time more than 2,000 persons annually were esti- 
mated to have been incapacitated for the first time 
from tuberculosis, compared to half that number in 
1948. These figures represent a great economic sav- 
ing to the state, not only through increased produc- 
tive capacity in the saving of lives which might have 
been lost but also in decreasing the heavy financial 
load of the thousands crippled by this preventable 
disease. 

This worthy accomplishment is an example of 
state-wide cooperative action on the part of all the 
citizens of the state. 

Another example of the progress we have made in 
the field of health was called to my attention in 
reading an editorial in the Topeka Daily Capital of 
November 1, entitled “Saving Mothers’ Lives.” 

“In 1930, a Kansas mother had one chance in 145 
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of death associated with childbirth or complications 
of pregnancy. But by 1940 the toll had been reduced 
until there was only one chance in 278. And, based 
on figures collected by the State Board of Health 
during the first three-quarters of this year, the aver- 
ages now stand at only one chance in 1,560 of such 
deaths. 

“This is an incredibly swift rise in medical prog- 
ress in this particular field, and a great many Kan- 
sans deserve praise for contributing toward making 
it possible. 

“Members of the medical profession of course 
have learned a great deal during the last couple of 
decades. In the same way, the techniques of nursing 
have taken advantage of the latest developments that 
have been applied in Kansas. 

“Laymen, too, have been educated to the fact that 
childbirth need not be dangerous, and there has 
been a sudden change in the turn from homes to 
hospitals. 

“Not many years ago it was routine for births to 
occur in homes, and only the wealthy or those who 
had particular concern for the mothers took ad- 
vantage of hospitals. In part, this was because hos- 
pitals were few, and in part it was because of a lack 
of realization that hospital care is superior to that 
in the best of homes. Today, sending an expectant 
mother to a hospital has become routine. 

“In addition, Kansas has made great strides dur- 
ing the last few years in building more hospitals 
and in expanding the facilities of those already estab- 
lished. Scores of communities have built hospitals, 
and more are in the planning stage. And the results 
are clearly apparent—Kansans live longer, and they 
are ill for shorter periods than formerly. 

“The splendid record being made in maternal 
mortality represents only one of the priceless divi- 
dends being paid in Kansas through those of the 
medical profession and through citizens in general 
who are working together for the benefit of all.” 

A 93 per cent reduction of deaths of children 
from acute communicable diseases, and a reduction 
of infant deaths by more than two-thirds since 1916, 
are outstanding examples of progress in the health 
field. 

In the face of such outstanding progress made in 
the reduction of preventable deaths, suffering, and 
crippling, it appears extremely foolish to advocate 
such radical, costly, and untried schemes as those for 
the socialization of medicine. There is little evidence 
that compulsory health insurance will improve the 
health of the nation, or that it is necessary to assure 
adequate medical care to the American people. The 
rapid growth of voluntary prepaid hospital and 
medical care programs in Kansas is further evidence 
that the people can handle such problems without 
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-overnmental coercion. Blue Shield, the medical care 
rogram, more than doubled its membership in 1948 
trom 48,000 to 100,000. Blue Cross, the hospital 
care program, continues rapidly increasing each year. 

Il am in no way implying that all of our problems 
in safeguarding the lives and health of Kansas citi- 
zens are solved. The leading causes of death, such as 
heart disease, cancer, vascular diseases, accidents, 
nephritis, diabetes, and others, certainly present a 
challenge. The problem of mental illness, which 
we have already tackled in trying to improve both 
the physical plants of our state institutions and the 
medical services that may eventually return many of 
these unfortunate people to their communities, is 
one that must receive your understanding and help 
at the local level. 

A problem which is ever looming larger on the 
horizon is the care of the aged chronically ill per- 
sons. One county has already satisfactorily handled 
this problem by an excellent remodeling job on a 
large county building, converting it into a chronic 
disease hospital, meeting all the standards established 
by the Advisory Hospital Council and licensed by the 
State Board of Health. Its doors are open to county 


* residents who can pay their way, as well as to those 


who must rely upon the county for such services. 
Although in this instance, federal funds from the 
Hospital Construction Act were not used, they are 
available for such purposes. 

Time will not permit me to dwell longer on many 
of these challenging problems, which you and I as 
interested citizens, meeting our individual responsi- 
bilities in a democracy, have the privilege of solving 
in Our OWN way. 

It is my hope that from this conference will come 
state-wide coordination of effort on the part of va- 
rious health organizations and interested citizens 
working together to safeguard our natural heritage 
of good health. 


Course for Medical Technicians 

A three-day course for medical technicians, under 
the sponsorship of the Kansas Society of Medical 
Technologists, will ke presented at the University of 
Kansas Medical Center, January 23-25, 1950. The 
program has been arranged by Dr. Lee H. Leger, 
assistant professor of medicine and director of labor- 
atories at the Medical Center. 

Publicity material on the course has been sent 
to hospital superintendents, laboratory directors and 
members of the medical profession of this area in 
the hope that all laboratory personnel will be per- 
mitted and urged to attend. Developments in labor- 
atory technique make it imperative that technicians 
learn of new methods and advancements if they are 
to give maximum service to the medical profession. 

The following program will be presented: 


Monday, January 23 

Some Problems Encountered in Operating a Hos- 
pital Blood Program—Sr. Anna Cecilia, Laboratory 
Supervisor, St. Joseph’s Hospital, Kansas City, Mis- 
souri. 

Bone Marrow Studies—Dr. Sloan J. Wilson and 
LaVonne Coxsey, University of Kansas Faculty. 

The Choice of Methods for the Study of Blood 
Dyscrasias—Dr. Russell L. Haden, Crozet, Virginia. 

Pitfalls of Serologic Tests for Syphilis—Frank 
Victor, Serologist, Kansas State Board of Health. 

Implications of the Accurate Measurement of the 
Erythrocyte—Dr. Haden. 


Tucsday, January 24 


Culture Methods in Medical Mycology—Harriett 
Rouse, University of Kansas Faculty. 

Prothrombin Determination — Dr. Wilson and 
Catherine Bossi, University of Kansas Faculty. 

The Stool Examination—Dorothea M. McCain, 
Technician, Winter VA Hospital, Topeka. 

Measurement of Serum Total Base—Dr. F. Wil- 
liam Sunderman, University of Texas Postgraduate 
School of Medicine, Houston. 

The Determination of Potassium, Sodium, Cal- 
cium, Inorganic Phosphorus and Chloride—William 
H. Archer, Analytical Chemist, Winfield. 

Post-War Parasitology—Mary E. Larson, Univer- 
sity of Kansas Faculty. 

Pitfalls in the Analysis of Glucose—Dr. Sunder- 
man. 

Wednesday, January 25 

Liver Function Tests—Dr. Lee H. Leger, Univer- 
sity of Kansas Faculty. 

The Laboratory Diagnosis of Histoplasmosis— 
Agnes Hinton, Mycologist, University of Kansas 
Faculty. 

Chemical Concepts of the Cause of Cancer—Dr. 
Robert E. Stowell, University of Kansas Faculty. 

Blood Groups and Rh Factors—Dr. Israel David- 
sohn, Chairman, Department of Pathology, Chicago 
Medical School, Chicago. 

The Diagnosis of Virus Diseases of the Central 
Nervous System—Dr. Herbert A. Wenner, Univer- 
sity of Kansas Faculty. 

Some Practical Aspects of Laboratory Diagnosis 
of Virus Diseare—Dr. Cora M. Downs, University 
of Kansas Faculty. 

Laboratory Diagnosis of Hemolytic Transfusion 
Reactions—Dr. Davidsohn. 

Registrations mav te sent to Extension Program 
in Medicine, University of Kansas Medical Center, 
Kansas City 3, Kansas. A fee of $10 is charged for 
the course, $4.00 for any one day. 


9ist Annual Meeting, Kansas Medical Society, 
Wichita, Kansas, May 15-18, 1950. 


ed 
ed 
th 
ch 
1- 
8 
e 
f 
g 
t 
t 
) 


606 


THE JOURNAL OF THE KANSAS MEDICAL ‘SOCIETY 


Case Report From the University of Kansas Medical Center 
Clinical Pathological Conference 


Resistant Congestive Heart Failure 


Edited by Glen R. Shepherd, M.D., and Mahlon H. Delp, 
M.D., from recordings of weekly clinical pathological con- 
ferences participated in jointly by members of Departments 
of Pathology, Internal Medicine, and members of Junior 
and Senior Medical Classes. 

O.C.W., a 59-year-old white male, was first seen 
at K. U. Medical Center December 10, 1948, and 
died here July 27, 1949. 

HPI: When first admitted here December 10, 
1948, the patient's chief complaint was shortness of 
breath. He had first learned of a damaged heart 
valve in 1915, at an insurance examination. How- 
ever, he had no symptoms of any sort until about 
10 years ago when he first noticed mild dyspnea and 
was advised at that time to curtail his activities. 
Symptoms were slight until three years ago when 
there was an increase in dyspnea on exertion and 
palpatation. It became severe in June, 1948, when 
he developed dyspnea at rest, nocturnal dyspnea, 
exertional precordial distress, and ankle edema. He 
was given mercurial diuretics and digitalis by a 
local doctor, with some decrease in his edema. On 
the first admission here the patient showed mild 
decompensation, and a loud systolic murmur was 
heard over the aortic area extending into the neck. 
The pulse was 88. 

The blood pressure varied from 115 to 120 sys- 
tolic, 90-95 diastolic. Positive laboratory findings 
on admission were one plus albuminuria, NPN of 
45. The x-ray showed marked cardiac enlargement 
involving all chambers, and feeble pulsation. Im- 
provement occurred on this hospital stay and dis- 
missal occurred on December 29, 1948. It was sug- 
gested that he follow a salt free diet and take digi- 
toxin .2 mg. q.i.d., and aminophylline, gr. 3, t.id. 

Since that time the patient had shown no further 
improvement and complaints of dyspnea, orthopnea, 
ankle edema continued. He also complained of con- 
siderable nausea and vague epigastric distress. The 
second admission occurred April 29, 1949. 

P.H.: Typhoid fever 1910; malaria 1925; usual 
childhood diseases; no history of joint pains or rheu- 
matic fever. 

F.H.: Non-contributory. 

System review: Revealed complaints of marked 
constipation, heavy sensation in the abdomen, some 
difficulty starting urinary stream, nocturia one or 
two times. 

Physical examination: Pertinent physical find- 
ings as follows: Rather obese white male in mod- 
erate respiratory distress, appearing chronically ill. 
Lung fields resonant with a few rales in both bases. 


PMI palpable in fifth interspace anterior axillary 
line. Soft grade I systolic murmur at the apex, harsh 
grade III systolic murmur at base, heard best over 
the aortic area, Heart sounds were distant. Pulse 
88, regular, quiet, weak, and small. BP 125/90. 
Liver was palpable two fingers below costal margin, 
moderately tender. Mild ascites was present to- 
gether with three plus pitting edema of both lower 
extremities and one plus diffuse enlargement of the 
prostate. 

Laboratory examination: Urinalysis on admission 
showed one plus albumin, pus count 120/ cubic mm. 
Red blood count 4,620,000; hemoglobin 12.8 gm.; 
white blood count 6,200; polys. 77; lymphocytes 21; 
E. 2, serology negative. NPN 32.5; sugar 75; NaCl 
430; total protein 6.54; sedimentation rate seven 
mm. in one hour. 


Icteric index 10; serum bilirubin 1.5; cephalin 
cholesterol negative; thymol turbidity four; choles- 
terol 210; cholesterol esters 60 per cent; prothrom- 
bin time 80 per cent of normal; urine urobilinogen 
.6 units. X-ray and fluoroscopy of the chest showed 
a heart far above normal limits in size; hypertrophy 
primarily in the left ventricle, congestion in the hilar 
areas and adjacent lung fields. Barium enema 
showed no organic defects in the colon; there was 
some irritability. Barium meal showed a normal 
upper gastro-intestinal tract. EKG showed delayed 
A-V conduction, depression of ST segment and in- 
version of T waves in Leads 1 and CRS. 


Hospital course: The patient was continued on 
cardiac regimen including digitoxin .1 mg. daily, 
mercurial diuretics and a salt free diet. However, hz 
showed a very poor response. Diuresis did not occur 
at any time throughout his hospital stay. The NPN 
began to rise reaching the level of 75 on May 21. 
Because of the patient's urinary symptoms, it was 
decided to catheterize him and 120 cc. residual was 
found. A retention catheter was left in place and 
he was continued on catheter drainage for a pericd 
of several weeks. During this time his NPN 
varied, reaching normal occasionally but never stay- 
ing below 40 for any period of time. It was the 
opinion of the urologist that he should have a 
transurethral prostatectomy, but his, general condi- 
tion remained poor. Moderate edema was constantly 
present. Paroxysmal dyspnea was persistent. The 
blood pressure approximated 120/90, and the pulse 
90. The fluid intake was never adequate, even with 
supplementary intravenous fluids. The patient's 
course was progressively worse. On July 22, NPN 
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w.. 83, NaCl 380, and COz 37.4. He developed 
mre edema during the last two weeks of life, 
generalized amasarca being present immediately 
prior to death. He lapsed into coma and died July 
27, 1949. 

Dr. Delp: Are there any pertinent questions in 
regard to this patient’s course or his laboratory find- 
ings? 

Student: Did the patient have any fever during 
his hospital course? 

Dr. Durkee: He had no fever at any time. 

Student: What was the specific gravity of his 
urine at various times? 

Dr. Durkee: 1.010, 1.017, 1.011, 1.010, 1.018, 
1.014. 

Student: Was the heart enlarged? 

Dr. Durkee: The cardiac border extended out to 
the edge of the axillary line. 

Student: What was the blood pressure the last 
few days of his life? 

Dr. Durkee: It was ranging around 110-115/90. 
The last time it was recorded it was 110/80. 

Dr. Delp: You have an EKG on this case, have 
you not, Dr. Cochrane? 

Dr. Cochrane: In the three standard leads of the 
EKG on this admission, there is considerable left 
axis deviation and a sharp T wave inversion in lead 
1. At this time he was not on digitalis. The PR 
interval is slightly prolonged, around 0.20 to 0.22. 
The precordial leads findings suggest left ventricular 
enlargement because of the abnormal degree of left 
axis deviation and inverted T wave in lead 1. The 
precordial leads further suggest myocardial damage. 
Subsequent electrocardiograms showed tachycardia 
and a decrease in amplitude of voltage in the 
standard and pre-cordial leads. A possible inter- 
pretation may be that the patient is going into 
progressive congestive failure. It is more likely, 
however, that the patient is accumulating edema 
and fluid in various portions in the body. This will 
also reduce the total electromotive force. 

Dr. Delp: Dr. Tice, may we have your interpre- 
tation of the x-ray films? 

Dr. Tice: Our first chest film was taken in De- 
cember of last year and the heart was fluoroscoped 
at the same time. It showed a large heart, and our 
impression was of generalized hypertrophy, pri- 
marily of the left ventricle. Pulsation was not force- 
ful. There was evidence of congestion in the hilar 
area interpretated as a degree of decompensation. 
We have this next film on April 30. The heart is 
perhaps a little larger than be‘ore. There is more 
evidence of decompensation. Again, we noticed that 
the pulsation was not good, not forceful, indicating 
a failing myocardium. We had a GI examination 
in May, 1949, and no pathological changes were 
seen in the stomach or colon. 
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Dr. Delp: Mr. Friesen, we wish your discussion 
of the differential diagnosis in the case. 
Mr. Friesen (Student): In this case, we have an 
elderly white man with a chronic disease, quite ob- 
viously of the cardiovascular system. This localiza- 
tion of his disease is suggested by the chief com- 
plaint, shortness of breath: We find that he had a 
damaged heart valve in 1915, seemingly with no 
great symptoms for a number of years. Believing 
this patient had an aortic stenosis we suggest the 
likely etiology to have been rheumatic fever, or 
rheumatic heart disease. Other causes are arter- 
iosclerosis and congenital lesions. Syphilis as a cause 
is rare. 
The edema was quite marked in this cas2, as you 
would expect in chronic passive congestion. Edema 
is most frequently caused either by cardiac failure 
or by renal disease. Some of the causes of edema 
could be high venous pressure, a slower rate of blood 
flow, an increased volume of circulatory blood, 
lowering of colloid or osmotic pressure. In conges- 
tive failure, there is increased blood volume and 
a slower rate of blood flow. Also, you would have 
to consider the causes of this nitrogen retention. 
Some of the causes are renal disease, or benign 
prostatic hypertrophy. One should also consider the 
fact that this man has been on a low salt diet for a 
long period of time and he had mercurial diuretics, 
which could cause a protein depletion, restlessness 
and high NPN. 
I think that terminally this man did have a mild 
uremia, probably not great enough to be consid- 
ered the primary cause of death. I think the cause 
of death was more likely myocardial failure. He 
probably had considerable fibrosis in the myo- 
cardium. Aortic valvular disease can produce coro- 
nary insufficiency which would cause a damaged 
myocardium. The EKG did show that he had a low- 
ered EMF, which would be consistent with that. 
I think, this man died of myocardial failure, prob- 
ably with moderate uremia. 
Dr. Delp: What is your primary diagnosis? 
Mr. Friesen: I think he had an aortic stenosis, 
probably rheumatic in origin. 
Dr. Delp: The protocol states that this man 
did not respond to the usual treatment for congestive 
failure. And, we gather from the protocol that this 
was the administration of digitoxin and mercurial 
diuretics and salt restriction. Why did he not re- 
spond? 
Mr. Friesen: Well, that is a question I asked my- 
self, too. I think the fact that he had edema, slow 
circulation, and kidney damage could account for 
the ineffectiveness of the diuretic. 
Dr. Delp: All right, thank you. Mr. McCray, 
could you add anything to Friesen’s comments in re- 


| 
te 


608 


gard to the lack of response of this patient to the 
mercurial treatment? 

Mr. McCray (Student): I think a little more 
could be said on this syndrome of salt depletion. 
There is an article in the AMA Journal of April 23, 
which reviewed seven cases. The first two cases 
that they reviewed had been on low salt or salt-free 
diet with massive doses of mercurial diuretics and 
increased fluid intake. They went into congestive 
failure and died with chloride of 306 to 311. In both 
cases the NPN was elevated. The first one was 65 
and the second case was 88. In the third case, the 
chloride went to 284. Upon occurrence of hypo- 
natremia, they were given isotonic saline solutions, 
and the patients lost their symptoms of uremia. 
Some of the postulations for the cause of this syn- 
drome were derangement of blood concentration of 
blood electrolytes, auto-intoxication, and acidosis, 
which further impaired the cardiac function and 
which were not reparable by salt restriction and salt 
diuresis. 

Dr. Delp: Would you be willing to state that this 
patient probably died as a result of hyponatremia? 

Mr. McCray: No, I would not be wilking to state 
it. But, there is that possibility. 

Dr. Delp: Dr. Major, I know that you saw this 
patient over quite a period of time. We would like 
to have your discussion in regard to the primary 
diagnosis and any other comments you wish to make. 

Dr. Major: There are two or three points about 
this patient which are very instructive. I would like 
to call your attention to them. The first of these is 
that this patient did not at any time have the slow 
pulse which is supposed to be so characteristic of 
aortic stenosis. Dr. Delp is probably going to ask 
me why these patients have a slow pulse. That ques- 
tion, as you know, has been debated ever since it 
was found that a slow pulse was a characteristic fea- 
ture in many Cases of aortic stenosis. 

You all probably know that the classical explana- 
tion is that it is due to a stimulation of the vagus 
reflex through the aortic arch. That being the case 
—that the slow pulse is the classical finding in aortic 
stenosis—I would like to ask Dr. Delp why so many 
of them, including this one, do not have a slow 
pulse. I don’t know what a review of all of our cases 
would show, but I know that we have had a great 
many who also did not have a slow pulse. This pa- 
tient did have, however, the pulse that rises slowly 
and goes down slowly. He had the plateau type of 
pulse, but he did not have the slow pulse. 

I was never able to convince myself that this pa- 
tient had a systolic thrill. There is no notation any- 
where in the records of anyone having felt a systolic 
thrill in this patient. And yet, he had an intense 
systolic murmur over the aortic area. This brings out 
the point that the diagnosis in cases of aortic sten- 
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osis is often missed because some insist upon the 
presence of a thrill before making the diagnosis of 
aortic stenosis. Osker used to point that out. The 
authors of the article in Medicine make the interest- 
ing observation that, before they began their study, 
their staff missed a great many cases of aortic sten- 
osis because they were too insistent upon the classi- 
cal picture. But I think that that has been our ex- 
perience, too, that these patients are often missed 
because too rigid a diagnostic criteria is a standard. 

Why do these patients often die suddenly? That 
is supposed to be a characteristic feature of aortic 
stenosis. I have seen several patients with aortic 
stenosis who, in apparently perfectly normal condi- 
tion, died very suddenly. That feature has been 
noted ever since aortic stenosis was first recognized. 
It has been suggested, of course, that they may for 
some reason have a sudden ventricular fibrillation, 
which may be the case. It is a very convenient diag- 
nosis to make, particularly if there is no electro- 
cardiograph, around and it can’t be disproved. It has 
also been suggested that these patients die because 
of involvement of the carotid sinus. However, a 
great many of these patients, including this patient, 
have long lingering illness. 

Dr. Delp: Do you think this patient had aortic 
insufficiency? 

Dr. Major: I don’t think he did. I think that it 
was probably a pure aortic stenosis. 

Dr. Delp: Do you accept the statement that with 
aortic stenosis there is always an insufficiency? 

Dr. Major: Not always, but I think there usually is. 

Dr. Delp: It does seem rather clear that this pa- 
tient had none of the usual findings of aortic in- 
sufficiency in either the quality of his pulse or his 
blood pressure. 

Dr. Major: That brings up a very interesting 
point to me regarding the etiology of this patient's 
aortic stenosis. If we had just seen the patient for 
the first time, of course, some one would have said 
his lesion was arteriosclerotic in origin. But, this 
patient had had aortic stenosis for 33-34 years. 
Thirty-three or 34 years ago, he was 26. You don’t 
usually expect arteriosclerosis to appear at that age. 
I am inclined to think that this is a rheumatic aortic 
stenosis, even though there is no history of rheumatic 
fever. 


Dr. Delp: Would you make an estimate, Dr. 
Major, of how many patients with aotric stenosis 
you think have rheumatic heart disease as an 
etiological background. 

Dr. Major: I think that even the pathologists are 
a bit uncertain often as to whether the condition, 
even though it be arteriosclerotic, wasn’t engrafted 
upon rheumatic lesions. Aside from possible con- 
genital causes, I would be under the impression 
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that a high percentage of them are rheumatic in 
ciigin. 

Dr. Delp: Thank you, Dr. Major. Dr. Durkee, 
tere are a couple of questions before we let the 
pathologists take over. You said that these patients 
frequently have anginal pain or pain similar to 
angina pectoris. Do you have any explanation for 
that? 

Dr. Durkee: I think it is probably due to the fact 
that the aortic valve is stenotic, the coronary blood 
flow is poor and, as a result coronary insufficiency 
is present. I don’t think it necessarily due to any 
arteriosclerotic disease of the coronary vessels. In 
many of these calcified valves, the blood that flows 
through them is rather scanty and the blood pressure 
is certainly not great. This lowers the blood flow 
to the coronary vessels. 

Report of Pathological Changes 

Dr. Chaney: At autopsy, there was marked de- 
pendent edema and interstitial edema. Ascites was 
approximately 800 cc. of amber colored fluid. There 
was bilateral pleural effusion of 1000 cc. on the 
right, 1500 cc. on the left. The lungs were con- 
gested and moderately edematous. The heart was 
hypertrophied and moderately dilated. There was a 
nodular calcification of the aortic valve with a 
marked stenosis precluding admission of one finger. 
The aortic bulb showed no sclerosis. There was 
noted myocardial fibrosis and a right apical and 
ventricular thrombi. Chronic passive congestion of 
the liver was marked. The kidneys were small, the 
capsules granular, and the cut section congested. 

Dr. Boley: There is littke to add as far as the 
microscopic picture is concerned. However, conges- 
tion is seen in the liver and in the lungs. Heart 
failure cells are fairly numerous in the alveoli, other 
alveoli contain hemorrhage and edema fluid. Most 
pronounced, however, is the thickening of the 
alveolar wall. Another interesting feature that goes 
back for quite a number of years is a healed infarct 
of the spleen, supporting the supposition of previous 
valvulitis. This patient had a calcific aortic stenosis, 
with adhesions between the cusps. So, in keeping 
with the history, we have interpreted this as a rheu- 
matic valvulitis upon which the calcific aortic 
stenosis was superimposed. 

Answering one of the questions, 98 per cent of 
these calcific aortic stenoses are on a rheumatic basis, 
according to Karsner. There are pathologists who 
would not agree with a figure this high. The patient 
died primarily of his myocardial failure, as indicated 
by the gross findings of ascites and congestion in the 
viscera. 

Dr. Delp: Dr. Wahl? 


Dr. Wahl: One of the most interesting findings 
we have in this heart is the marked stenosis. This 
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is quite a common lesion. There has been a great 
deal of controversy among the pathologists as to the 
origin of these stenoses, not so much the relationship 
to rheumatic fever but regarding the frequency with 
which rheumatic fever causes this disease. Dr. Kars- 
ner in his monograph emphasized that 98 per cent 
or more of the cases are due to rheumatic fever. The 
pathologist at Leland Stanford University arrived 
at a somewhat different conclusion. He admits that 
most of these cases are due to rheumatic fever, but 
his percentage is about 50-60 per cent. 

In this particular case, the first 3-4-5 cm. of the 
ascending aortic arch looked like the aorta of a 
young adult. It was only when we reached the arch 
of the aorta and the descending aorta that extensive 
atherosclerosis was found. 

General Discussion 


Dr. Delp: I have been very much interested in 
the work of Dr. Hellwig of St. Francis in Wichita. 
He has stated that one of the factors in the patho- 
genesis of atherosclerotic changes in the heart and in 
the aorta had to do with ‘the tumultous flow of 
blood, the activity in the wall of the aorta, etc. He 
stated that the atherosclerotic changes are invariably 
greater on the posterior wall of the aorta, where the 
aorta is flattened against the vertebral column. He 
likened that to the flocculation and clumping of 
cholesterol substances hastened by mechanical agi- 
tation as occurs in doing serologic determination in 
the laboratory. This is possibly a factor. This theoriz- 
ing might be carried a bit further. It might be sug- 
gested that the patient with aortic stenosis has an 
absence of atherosclerosis in the aorta, simply because 
he does have an aortic stenosis and consequently the 
pressure, turbulence, and agitation of blood in the 
aorta has been reduced by the semi-closed valve. 

There are some other clinical features in this case 
which I do not wish to ignore. First of all, I know 
that Dr. Tice has been interested in diagnostic fea- 
tures in aortic stenosis. And, I would like to have 
him make some comments about the roentgenol- 
ogist’s contribution in the diagnosis. 

Dr. Tice: We did not see the calcification in this 
aortic valve. I think it was because we did not look 
for it. But, 20 years ago, Dr. Sossman, prominent 
x-ray man of the time, was asked the question by the 
pathologists why he could not see calcification in 
aortic valves. His answer was the same as mine, that 
he had not looked for it. So, he and one of his resi- 
dents started looking for calcification. They were 
able for the first time to demonstrate calcified 
valves. That was about 1929-30. Knowing that, we 
have watched for them but not too carefully. 

If the history indicates that there might be a cal- 
cified valve, we spend more time looking for it. 
Sometimes we can see it. I think that in one or two 
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cases the calcification was so great that we picked it 
up on the first film without being warned ahead of 
time. I don’t think that you can see calcification on 
a routine x-ray chest film. I think that you have to 
see it by fluoroscope, that your eyes must be very 
well accommodated, and that your screen must be 
toned down to a small area. Even then, you can’t 
always pick up calcification. We have five films 
showing calcified valves. 


Dr. Delp: Dr. Bolinger, there are still some fea- 
tures of this case about which I am not satisfied. 
Why did he not respond to treatment for congestive 
failure? Did this man have a hyponatremia? If he 
had, is that the reason he did not respond to the ad- 
ministration of mercuhydrin? 

Dr. Bolinger: All of the factors which have been 
brought out by McCray have been recognized only 
the last few years. Actually the effect on renal func- 
tion of decreasing the salt or decreasing the sodium 
in the blood has not been considered very much. 
From the articles, particularly in the British litera- 
ture, it has been pointed out that, by restricting salt 
on a normal person and allowing as much fluid as 
they wish, actually a deterioration in renal function 
appears to the extent that azotemia develops. This 
might be classified as a prerenal azotemia. In other 
words, no obvious abnormality was in the kidney. 
That idea has been challenged by other workers, 
who claim the effect could not be produced unless 
at least some damage to the kidney was present. 

As we think of the factors in diuresis and the 
factors in fluid retention in heart disease, it has been 
customary in the past to ignore the kidney. How- 
ever, most recent works have shown that the 


glomerular and the tubular functions are both im- 
portant in the production of adequate diuresis. On 
one hand, the glomerular function is dependent 
largely upon two main factors: (1) the circulating 
blood volume and (2) the cardiac output. Glomeru- 
lar function suffers when there is even a slight de- 


Figure 1. Calcified aortic valve. 
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crease in cardiac output. The kidney seems to be 
preferentially excluded from the benefits of cardiac 
output in even slight heart damage. On the other 
hand, by tubular function, even though glomerular 
function be decreased, the kidney continues to, reab- 
sorb salt and water. 

The question has also been raised as to why the 
kidney should do that in the presence of azotemia, 
even though it is filtering a certain amount of fluid. 
Endocrine factors have been demonstrated and are 
being demonstrated as being most important in that 
respect. It has been shown that there is increased 
adrenal cortical activity causing sodium to be reab- 
sorbed by the tubules. There is evidence of increased 
posterior pituitary activity causing water to be reab- 
sorbed. 

Those factors probably stem from the fact the 
body very jealously guards its function of maintain- 
ing the tonicity of the electrolytes even at the ex- 
pense of fluid volume. Most of the means of diuresis, 
at least the ones we used in this case, are dependent 
upon altering the tubular reabsorption. In other 
words, if we restrict sodium in a patient, we expect 
that the endocrine factors of the body will so alter 
tubular reabsorption that it will have to excrete 
water in order to maintain the tonicity of the body 
fluids. We are depending on a normal tubular func- 
tion being present. On the other hand, if we force 
fluids, we are largely doing the same thing. We are 
disturbing the tonicity and are expecting the normal 
kidney and endocrine functions to make the adjust- 


Figure 2. Roentgenogram of typical calcified aortic valve. This 


is not the case under discussion. 


3 
4 


DECEMBER, 1949 611 


ment in tonicity and, in doing so, to secrete a cer- 
tain amount of water. 


In this case, our methods to obtain tubular altera- 
tion were unsuccessful. The low sodium chloride 
that is shown here and the high NPN fit in very 
well with the picture of a prerenal azotemia. A pre- 
renal azotemia is dependent largely upon reduced 
glomerular infiltration. In other words, although 
his patient’s circulating blood volume was prob- 
ably increased due to his heart failure, it was prob- 
ably not increased enough to maintain adequate 
glomerular filtration. 


Probably the most important factor is his reduced 
cardiac output, reduced even more than it would be 
in the average case of heart failure because he had 
an aortic stenosis. Therefore, it is questionable that 
giving this man hypertonic saline would have helped 
him. It might have pushed him over the hump to 
the extent that glomerular filtration would have 
been resumed, and then the factors of tubular reab- 
sorption could be used to produce diuresis, such as 
mercuhydrin and the forcing of fluids. Those two 
things cannot occur, however, unless we have normal 
glomerular filtration, which is dependent upon blood 
volume and cardiac action. I think increased sodium 
intake should have been tried on this man, but I 
have my doubts that it would have been effective. 


Dr. Delp: You mentioned hypertonic salt solu- 
tion. Why would you have given him hypertonic 
salt solution, rather than hypotonic or normal saline, 
for instance? 


Dr. Bolinger: Well, actually the tonicity of this 
man’s body fluids is reduced right now.. I think 
hypertonic salt should be used probably because it 
would tend to draw more fluid into circulation and 
increase the circulating volume. 


Dr. Delp: Do you have any ideas or suggestions 
as to how such patients might be detected during 
salt restriction in the treatment of congestive fail- 
ure? Could you think of any routine laboratory ob- 
servations that we might use on them? 


Dr. Bolinger: I think the blood chloride is not a 
satisfactory test because a considerable deterioration 
can occur in renal function and still the tonicity be 
maintained. Therefore, I don’t believe that would 
be of much help. I think the clinical NPN is prob- 
ably a more important test because it reflects the 
glomerular function and the defect actually is in 
glomerular function. Also, the clinical refusal of the 
patient to respond to mercurial diuretics should be 
watched very closely. If he does not respond, it 
means something is wrong. 


Summary 
In this case the clinicians were presented with a 


resistant congestive heart failure in which the azo- 
temia, low blood sodium chloride, and failure to 
respond to mercurial diuretics suggest over restric- 
tion in salt intake. The case further illustrates a 
classical example of pure aortic stenosis in which 
such features as the slow pulse, aortic systolic thrill 
are absent but the rheumatic etiology is clear by the 
history even at the age of 59 years. 


Chicago Clinical Conference 

The 1950 clinical conference of the Chicago 
Medical Society will be held February 28, March 1, 
2, and 3, 1950, with headquarters at the Palmer 
House. Scientific lectures will be presented by some 
of the nation’s foremost medical authorities and 
educators, and there will be scientific and technical 
exhibits. Color television of actual surgical pro- 
cedures will be shown, and entertainment features 
will be provided. 

Reservations may be made by writing direct to 
the Palmer House. 


Addition to Cook County Staff 

The Cook County Graduate School of Medicine, 
Chicago, announces the addition to its staff of Mr. 
John W. Neal, who will serve as comptroller and 
assistant registrar. The son of the late Dr. John R. 
Neal who was dean of the school, Mr. Neal is a 
graduate of Northwestern University and has been 
engaged in the practice of law in Chicago for the 
past 11 years. He is general counsel for the Illinois 
State Medical Society and is executive secretary of 
its Committee on Medical Service and Public Re- 
lations. 


Cytologic Diagnosis of Cancer 

Courses in exfoliative cytology for the diagnosis 
of cancer by the smear technique will be available 
soon at the University of Colorado School of 
Medicine for pathologists and other qualified phy- 
sicians. Two types of courses will be offered. One 
will meet one afternoon each week for 12 weeks, 
and the other will meet daily for a period of two 
weeks. The laboratory of exfoliative cytology is 
now open to individual physicians for study by 
appointment. 

Two types of courses are now being offered for 
technicians, a two weeks course in staining tech- 
niques only and a four months course in the tech- 
niques of staining and screening. 

Physicians or technicians interested in enrolling 
may write Walter T. Wikle, M.D., Director of 
Laboratory of Exfoliative Cytology, University of 
Colorado School of Medicine, 4200 East Ninth 
Avenue, Denver 7, Colorado. 
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ACTIVITIES OF MEMBERS 


Dr. Frederick P. Wolff, formerly of Kansas City, 
has opened an office for the practice of internal 
medicine in Pratt. 


* * * 


Dr. Thomas P. Butcher, Emporia, was speaker at 
a recent meeting of Pi Gamma Mu, honorary social 
science fraternity at Emporia State College. He 
discussed socialized medicine and the reasons for 
the medical profession’s opposition to such plans. 

* * * 

Dr. J. W. Kelley, 82-year old physician at Louis- 
burg, recently observed the 50th anniversary of his 
start in the practice of medicine. 

* * * 

Dr. A. C. Baird, Parsons, recently completed a 
short postgraduate course in general surgery and 
fractures at the Harvard School of Medicine. 

* * * 

Dr. D. C. Chaffee, Abilene, announces that his 
brother, Dr. Lynn Chaffee, formerly with the Veter- 
ans Administration and the U. S. Public Health 
Service, is now associated with him in practice. 

* * * 

Dr. A. C. Dingus, Yates Center, has been ap- 

pointed health officer of Woodson County. 
* * * 

Dr. C. V. Conwell, Dr. G. Q. Street and Dr. C. J. 
Kurth, Wichita, announce that a clinical psychol- 
ogist, Paul G. Murphy, Ph. D., is now associated in 
practice with them. 

* * * ; 

Dr. C. H. Jones, Galena, was honored on his 84th 
birthday in October when 100 members of the 
Galena Elks Club entertained at a dinner and recog- 
nition service for him. 

* * * 

Dr. Franklin D. Murphy, dean of the University 
of Kansas School of Medicine, was named vice 
president of the American Association of Medical 
Colleges at a meeting held in Colorado Springs last 
month, 

* * * 

Dr. Edward A. Stapleton, Jr., formerly of Wet- 
more, has opened an office for general practice in 
Overbrook. 

* * * 

Dr. James H. Holt, Wichita, plans to take post- 
graduate work in surgery at the Lahey Clinic, Boston. 
* * * 

Dr. Robert E. Stowell, chairman of the Depart- 
ment of Oncology at the University of Kansas School 
of Medicine, spoke on “Cancer Research” before 
Sigma Xi, national honorary scientific research so- 
ciety, at Lawrence last month. 
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Dr. Charles F. Haughey, Tribune, has been ap- 
pointed coroner of Greeley County. 
* * * 


Dr. and Mrs. E. A. Evans, Wellington, held open 
house at their home recently in celebration of the 
doctor's completion of 48 years of active practice. 

* * * 


Dr. Stanley Friesen, formerly of Wichita, has been 
appointed assistant professor of surgery at the Uni- 
versity of Kansas School of Medicine. 

* * * 

Dr. and Mrs. George B. Kierulff were guests of 
honor at a community reception held at Melvern 
recently, in recognition of his 41 years of practice 
there. 

* * * 

Dr. W. O. Nelson, Lawrence, spoke at a recent 
meeting at the First Baptist Church in Lawrence 
recently and told of a medical mission in Labrador 
which he visited last summer. 

* * * 

Dr. J. Grant Lee, a graduate of the University of 
Kansas who served his internship at the University 
of Iowa, has announced the opening of an office 
in Kansas City. He is specializing in obstetrics and 


gynecology. 


* * * 


Dr. Fred E. Patrick, Jr., El Dorado, is moving to 
Mission and after the first of the year will establish 
offices in Kansas City, Missouri. He will then 
divide his time between Kansas City and El Dorado. 

* * * 


Dr. Ray Busenbark, Kansas City, has been named 
by Governor Frank Carlson to serve as coroner of 
Wyandotte County to complete the unexpired term 
of the late Dr. C. W. McLaughlin. 

* * * 

Dr. N. C. Siebert, Wichita, recently took a post- 
graduate course in obstetrics at Harvard University 
School of Medicine. 

* * * 

The American College of Surgeons announces 
that the following Kansas physicians became fellows 
at the 1949 meetings: Dr. Wayne C. Bartlett, Dr. 
Harold F. O'Donnell and Dr. Larry E. VinZant, 
Wichita; Dr. Frederick L. Ford and Dr. Charles S. 
Joss, Topeka; Dr. Paul W. Schafer and Dr. Chester 
Lee Young, Kansas City; Dr. Raymond J. Beal, 
Fredonia; Dr. William E. Grove, Newton; Dr. 
Richard H. Weddle, Winfield. 

* * * 

Dr. M. V. Stanley, Baxter Springs, has moved to 
Pryor, Oklahoma, and has opened an office there. 
* * * 

Dr. Donald E. Bux, who has been associated in 
practice with Dr. G. B. Athy, Columbus, for the 
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past three years, has announced that he will leave 
soon for a new practice in California. 
* * * 

Dr. Franklin D. Murphy, Kansas City, was guest 
speaker at a meeting in Paola last month at which 
the Lions Club entertained the teachers of Paola and 
members of the local board of education. 

* * * 

Dr. Thomas G. Orr, of the University of Kansas 
School of Medicine, was elected president of the 
Southwestern Surgical Congress at a recent meeting. 
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Dr. J. W. Cheney, who recently celebrated his 
50th anniversary as an eye, ear, nose and throat 
specialist in Wichita, was honored by the Academy 
of Ophthalmology and Otolaryngology at a recent 
banquet in Chicago. He had been a member of the 
organization for more than 30 years. 


* * * 


Dr. M. E. Hyde, Ottawa, spoke on “The Increasing 
Problem of Mental Health” at a recent meeting of 
the Ottawa chapter of Beta Gamma. 


CLAUDIUS ESTYL BANDY, M.D. 

Dr. C. E. Bandy, 72, an active member of 
the Ford County Medical Society, died August 
27. He was graduated from the Hospital 
College of Medicine, Louisville, in 1905, and 
came to Kansas in 1911, first practicing at 
Kingsdown and later at Bucklin, where he was 


practicing at the time of his death. 
* * * 


VAN CURTIS VANVOORHIS, M.D. 

Dr. V. C. VanVoorhis, 82, who had prac- 
ticed in Robinson since he received his Kansas 
license in 1901, died at Horton October 1. He 
was graduated from the Central Medical Col- 
lege of St. Joseph in 1898 and served his 
internship in St. Joseph. Dr. VanVoorhis was 
active in civic affairs in Robinson and had 
served as mayor and a member of the city 
council. He was an honorary member of the 


Brown County Society. 
* * * 


JOSEPH F. IMPERATRICE, M.D. 

Dr. J. F. Imperatrice, 47, a member of the 
staff of the Larned State Hospital during the 
past two years, died October 4. He was gradu- 
ated from the Long Island College of Medicine 
in 1926. He was practicing in Fulton, Mis- 
souri, at the time of World War II and left 
Fulton to serve with the Army medical corps. 
He joined the staff of the Kansas hospital 
upon his release from the Army and became 
an active member of the Pawnee County So- 
ciety. 


* * * 
CHARLES HALL DIXON, M.D. 

Dr. C. H. Dixon, 67, who practiced in 
Wichita, specializing in internal medicine, 
died at his home November 2. He was an 
active member of the Sedgwick County Med- 
ical Society. A graduate of the Washington 
University School of Medicine in 1907, he 
egan his practice in Wichita and continued 
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until he became ill three months ago. 
* * * 


ALEXANDER C. FLACK, M.D. 

Dr. A. C. Flack, 90, an honorary member 
of the Wilson County Society and a former 
president of that group, died November 14. 
He received his education at the Medical Col- 
lege of Ohio, graduating in 1885, and came to 
Kansas in 1901. He opened his office in 
Fredonia and continued to practice there until 


his retirement in 1947. 
* * * 


HERBERT ANDREW BROWNE, M.D. 

Dr. H. A. Browne, 71, who had practiced 
in Galena since 1901, died at a Joplin hospital 
November 20. He was a graduate of the Kan- 
sas City Homeopathic Medical College in 
1899. During World War I he served in the 
Army medical corps. Dr. Browne was active 
in civic affairs and had served as mayor of 
Galena for two terms. He was a member of 
the Cherokee County Society. 

* * * 


RINHART F. KIPPENBERGER, M.D. 

Dr. R. F. Kippenberger, 51, physician at 
Scott City, died November 21. He was an 
active member of the Finney County Society. 
Dr. Kippenberger was graduated from the 
University of Oklahoma School of Medicine 
in 1927 and secured his Kansas license the 
following year, practicing in Scott City since 


that time. 
* * * 


EARLE RUBEN FURGASON, M.D. 

Dr. E. R. Furgason, 45, an active member of 
the Montgomery County Society, died Novem- 
ber 1 at his home in Independence. He was 
graduated from the University of Kansas 
School of Medicine in 1920 and began prac- 
tice in Chanute, moving to Independence in 
1924. He continued to practice there until 
his death, specializing in surgery and radiology. 
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THE KANSAS PRESS LOOKS 
AT MEDICINE 


It’s Not Insurance—lIt’s Another Tax 

While the Department of Justice is bringing 
anti-trust suits in a wholesale manner against many 
concerns, which for generations have been under 
strict supervision and regulation, it has been dis- 
closed that it now has FBI operators working on an 
investigation of the American Medical Association 
with the idea of bringing an action against that 
organization. It is an example of political skull- 
duggery that has seldom been equalled, and is an 
example of tactics which have been used for ages 
by those who are fanatics on the question of un- 
limited socialistic control. 

The idea that an organization of some 150,000 
physicians could be a monopoly or in any other way 
violate the rights of a free people is, of course, pre- 
posterous. Such a charge could as reasonably be 
made against the Masons, the Odd Fellows, a reli- 
gious denomination, or any other voluntary fraternal 
organization. 

There is one reason, and only one, back of this 
move, and that is to try to intimidate the medica! 
profession and the AMA because of its opposition 
to President Truman’s determination to put the 
practice of medicine under government control, 
which some have referred to as “statism.” President 
Truman sneeringly remarks that he doesn’t know 
what “statism” is, and from the way in which he is 
trying to force it on the country, it might be chari- 
table to say he doesn’t know, when he refers to it 
as health insurance. 

The very term of compulsory health insurance is 
a contradiction, for insurance is a free act in which 
man pays certain sums for the benefits or protection 
he receives, based on the risks involved. If he has 
to pay it to the government, whether he needs it 
or not, it is a tax. The proposed payroll deduction 
is another tax because the benefits have no relation 
whatever to the amount of payment made. A man 
with a salary of $1,000 and a family of five will pay 
perhaps $40 a year for services for his entire family, 
while a man with $3,000 a year and unmarried will 
pay perhaps $120 a year for services for himself 
only. It is strictly an income tax and not an insur- 
ance. 

The proponents of this plan state that it is not 
compulsory; that a person may go to any doctor 
he desires. This is one of those half truths that is 
more dangerous than a lie. Such a person may go 
to any doctor, but he has to pay for it himself as 
well as pay the government tax. The same thing 
would: be true of some 30 million people who 
belong to the Blue Cross, the Blue Shield and 
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numerous other legitimate and successful mutual 
insurance groups. They could pay their dues into 
these organizations, but they would also have to 
pay the tax to the government. One of the first 
things socialized medicine would do would be to 
break up these voluntary organizations. 

There might be some argument for socialized 
medicine if these prepaid, voluntary medical care 
plans had failed. But they have grown with re- 
markable rapidity in late years. The extent of their 
services offered has steadily been enlarged. The cost 
is low, the worker’s entire family is covered, and 
there is no money wasted in supporting another 
bureau at Washington. On the other hand, a com- 
pulsory health tax leaves the individual no choice. 
He is compelled by law to accept the government 
medicine because he cannot afford to pay also to 
the existing voluntary systems for prepaid medical 
care. 

Whenever demagogues propose Utopia, you will 
always find that it involves the surrender of one or 
more personal liberties. Guaranteed security must 
have a police state to make it work, and nobody 
knows it better than those who are trying to foist 
this socialized medicine on the country. In fact, 
that is the reason they are for it. They want more 
government control and another bureau at Washing- 
ton.—F.J.C., Kingman Journal. 

* * * 
Without Federal Help 

The Kansas medical program is the subject of a 
lengthy article in a current national magazine. The 
details are familiar to Kansans, how the rural 
doctor shortage is being overcome through cooper- 
ation of the towns which need doctors, the state 
university medical school and others. 

The success of the Kansas program has attracted 
attention of other states with similar problems. It 
is bringing inquiry, too, from individuals interested 
in various phases of the projected national health 
program. 

Kansas is taking the lead in solving an important 
problem. Better than that it is doing the job with- 
out running to Washington for assistance. That per- 
haps is the most refreshing thing about the whole 
business. The state is using its own resources, its 
own ingenuity in getting a job done. 

More by design than by accident, states and indi- 
viduals alike have become more and more depen- 
dent upon action of the federal government in 
Washington. The vast bureaucracy that has been 
created there encourages such dependency, because 
it only contributes in turn to the further growth 
of federal power and authority. 

It may be a shock to Washington that a serious 
medical problem can be solved, or progress made in 
that direction, without resort to appeals for federal 
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aid. It may be a shock, too, for a lot of people 
outside of Washington who have become so ac- 
customed to looking to Uncle Sam for succor that 
they now accept the procedure as second nature. 

The Kansas medical story furnishes an example 
of what can be done and can stand emulation in 
other fields—Parsons Sun. 


ABSTRACTS FROM CURRENT 
LITERATURE 


Diagnosis of Rheumatic Fever 


The Differential Diagnosis of Rheumatic Fever 
and Infections of the Central Nervous System. By 
Henry D. Brainerd and Maurice Sokolow, Jnl. Ped., 
34:2, 204-212, Feb., 1949. 

Surprisingly often rheumatic fever is diagnosed 
erroneously as an infection of the central nervous 
system, and less frequently the reverse error is made. 
The authors report several cases where rheumatic 
fever was first diagnosed as meningitis or poliomye- 
litis and two cases where meningitis was misdiag- 
nosed as rheumatic fever. No previous history of 
rheumatic fever was admitted. 


In most instances, the appearance of frank joint 
involvement will promptly exclude the diagnosis of 
poliomyelitis. Tenderness, swelling, and pain in the 
joints on motion should be sought daily. Before joint 
manifestations are well marked, spasm of muscles 
in the area may mimic that which is commonly seen 
in poliomyelitis. Similarly, unwillingness to move 
an extremity because of pain may be mistaken for 
true muscular weakness, especially in young children. 
In association with the muscular weakness of polio- 
myelitis, depression or absence of deep reflexes in- 
variably occurs. Depression of the deep reflexes in 
an extremity involved by rheumatic fever does not 
ordinarily occur. 


The examination of the spinal fluid will settle the - 


diagnostic doubt in most cases. Myocarditis, especi- 
ally as evidenced by abnormalities of the electro- 
cardiogram, is of common occurence in rheumatic 
fever, but occasionally may occur in either polio- 
myelitis or meningitis. Sedimentation rate in polio- 
myelitis is usually normal or only slightly elevated, 
but generally quite elevated in rheumatic fever. Sali- 
cylates usually relieve the pain in rheumatic fever 
but usually have little effect on that of poliomyelitis. 

Stiffness of the neck or back, a positive Kernig’s 
sign, and muscle spasm may occur at the onset of 
rheumatic fever. 


The total clinical picture with repeated obser- 
vations usually permits an accurate diagnosis to be 
made in doubtful cases.—D.R.D. 
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Diabetic Coma 


Serum Potassium Levels in Diabetic Coma. By 
Richard H. Sinden, James L. Tullis, Howard F. Root, 
New Eng. Jnl. Med., 240:13, 502-505, Mar. 31, 
1949. 

Normal serum potassium is 4.1 to 5.6 milliequiv- 
ilants per litre. : 

In diabetic acidosis treated with insulin and glu- 
cose in the first six to eight hours hypopotassemia 
may constitute a threat to life. This is contrasted to 
the high serum potassium levels, equally dangerous, 
seen in shock, cardiac or renal failure and anuria. In 
acidosis, particularly diabetic, there is a loss of po- 
tassium in the urine—all the result of a disturbance 
in cellular permeability during diabetic coma. Serum 
potassium may be elevated though cellular and total 
body potassium at the same time is low. 

The authors present serum potassium and other 
data on six cases of diabetic coma treated with in- 
sulin but without glucose. It is demonstrated that 
the period of early recovery from coma may be 
dangerous from a chemical standpoint. To avoid this 
danger little or no glucose should be administered 
during the first few hours of treatment for coma 
since it increases the potassium shift. 

The diagnosis of hypopotassemia (hypokalemia) 
is best established by serum potassium levels. Muscu- 
lar weakness or flaccid paralysis, occasionally a fish 
mouth facial expression and EKG changes (low 
voltage QRS, lowering or inversion of T and oc- 
casional ST depression and prolonged QRS) have 
been reported in patients with low serum potassium. 
In hyperkalemia the EKG may show no P wave and 
high peaked T waves. 

The authors warn that potassium (as potassium 
chloride, 100 c.c. of two per cent solution intraven- 
ously or orally) should be given slowly to avoid 
transient dangerously high (up to 12 milliequiva- 
lants) levels and emphasize that enemas and gastric 
lavage early in the treatment are used, so patients 
can be fed orange juice and oatmeal which contain 
much potassium and thus avoid the use of potassium 
salts—P.W.M. 

* * * 
Caronamide in Subacute Bacterial Endocarditis 

Caronamide as an Adjuvant to Penicillin in the 
Treatment of Subacute Bacterial Endocarditis. By 
S. H. Eisman, C. F. Kay, R. F. Morris, W. P. Boger, 
Am. Jnl. Med. Sci., 217:1, 62-70, Jan., 1949. 

Statement is made that in subacute bacterial endo- 
carditis, the causative organisms are resistant to 
penicillin in ordinary therapeutic dosage. Higher 
plasma concentrations of penicillin may be obtained 
by the administration of drugs which inhibit renal 
tubular excretion. Such agents include benzoic acid 
or sodium benzoate, diodrast, para-aminohippuric 
acid, and caronamide. Of these caronamide can be 
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given orally and is most practicable. Toxicologic ef- 
fects in animals have been found to be minimal. 

Administration of caronamide resulted in signi- 
ficant increase in concentration of penicillin. At 
two and three hours after administration of crystal- 
line penicillin and caronamide, the level of penicil- 
lin was increased three to 10 times. 

Doses of 3.0 to 4.0 grams of caronamide every 
three hours were necessary to produce caronamide 
levels above 20 mg. per 100 c.c. Such a level ap- 
peared necessary to produce optimal penicillin plas- 
ma levels. 

Mild anorexia was occasionally noted during the 
first few days of caronamide therapy. In two pa- 
tients nausea and vomiting prevented further use 
of the drug. 

Abnormalities of renal excretory function were 
noted during caronamide therapy. Two patients 
showed slight rise of blood urea nitrogen. PSP 
balance was regularly reduced during periods of 
effective caronamide therapy. Slight to moderate 
albuminuria was frequently reported. 

No evidence of hematologic disturbance appeared. 
" Two patients died. One showed no evidence of 
renal damage at autopsy. The other showed an acute 
diffuse glomerulonephritis. Caronamide was. sus- 
pected as a possible cause, but she had likewise had 
a severe transfusion reaction about two weeks before. 

It is noted that the addition of acid to urine 
containing caronamide may give an apparent false 
positive test for albumin. 

The recommended therapeutic dose is 3.0 grams 
every three hours —E.].R. 

* * * 


The Cervical Stump 


The Cervical Stump, an Analysis of 123 Cases. 
By J. B. Crawford, C. G. Collins and J. C. Weed, 
S.G.0., 88:4, 465-472, April, 1949. 

The authors have seen a great number of patients 
complaining of symptoms referable to the cervical 
stump which were not relieved by previous pelvic 
operations. In this article they analyze 123 patients 
in whom the cervical stump was removed, and 
discuss the various symptoms produced by diseased 
cervices. 

The commonest symptom was pelvic pain (55.6 
per cent) which was described as lower abdominal 
pain involving either one or both sides of the iliac 
fossa, usually chronic in nature, rather ill-defined, 
often worse just prior to the onset of menstruation, 
and aggravated by walking about or lifting heavy 
objects. One of the commonest causes of this type 
of pain is a chronically diseased cervix. If the ap- 
plication of tincture of iodine to the cervix or 
moving the cervix to the side opposite from the 
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pain provokes the pain of which the patient com- 
plains, it is probably cervical in origin. 

Deepseated dyspareunia is frequently caused by a 
diseased cervix. The pain is severe and described “as 
if something sore is being struck.” 

Low backache occurred in 28 per cent. Backache 
originating from a diseased cervix is usually localized 
in the sacral and coccygeal areas, and is aggravated 
just before or during the menstrual flow, by lifting 
or by exertion. It is usually relieved by reclining. 
If, when the cervix is lifted anteriorly, the backache 
is reproduced the cervix may be blamed. 

Discomfort in the urinary tract, usually dysuria 
and frequency, was a complaint in 32.5 per cent of 
cases. 

In discussing treatment, the authors state that a 
diseased cervix should always be suspected in any 
woman with pelvic pain, dyspareunia, contact 
bleeding, backache, leukorrhea and urinary difficul- 
ties. If hysterectomy is indicated for associated 
pelvic pathologic conditions, the uterus should be 
removed in toto whenever this procedure is tech- 
nically possible. If the cervix is not removed at the 
time of hysterectomy, it should be removed by the 
vaginal route as soon as the patient’s general condi- 
tion permits. Symptomatic prolapse and cases of 
long standing chronic infections of the stump should 
be treated by complete removal of the stump. Malig- 
nancy is treated by radiation —F.W.F. 

* * * 
Diverticula of the Duodenum 


Diverticula of the Third Portion of the Duo- 
denum. By R. G. Spann, L. Singmaster and Gilson 
Colby Engel, Am. Jnl. Surg., 392-395, March, 1949. 

Ten cases of diverticula of the duodenum appear 
in the records of the Lankenau Hospital since 1937. 
Nine of these were in the second portion and the 
one reported in the present instance was the only 
one found in the third portion of the duodenum. 
The patient complained of indigestion, nausea and 
vomiting and epigastric pain which was continuous 
for hours and never extended below the umbilicus. 
Massive hematemesis occurred. X-ray evidence of 
ulcer was absent, both with respect to the usual 
sites and the diverticulum. 

At operation exposure of the diverticulum was 
effected by going through the transverse mesocolon 
to the right of the middle colic artery. The head of 
the pancreas was exposed and the superior mesen- 
teric vessels retracted medially, exposing the third 
portion of the duodenum. This was rolled upward 
exposing the diverticulum on the postero-superior 
surface. Blood vessels and adhesions to the diverti- 
culum were divided and the duodenum rolled back 
into position and the diverticulum delivered be- 
tween the mesenteric border of the duodenum and 
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the pancreas. The diverticulum was removed and 
the defect invaginated by a Parker-Kerr stitch. 

On the 12th post-operative day local abscess 
developed in the operative field. The patient was 
re-opened: and the abscess drained. The subsequent 
course was uneventful. 


Emphasis was placed upon the following points 
of technic: 1. Access to the third portion of the 
duodenum is best obtained by going through the 
transverse mesocolon. 2. Mobilization of the duo- 
denum is essential. The diverticulum is usually on 
the postero-superior surface of the duodenum in the 
line of the mesentery. 3. Identification of the sac 
may be difficult and trans-duodenal exploration may 
be necessary. 4. Drainage is probably indicated. 
(This reviewer recalls that air injected by a Levine 
tube may aid in demonstrating the sac.) —T.P.B. 

* * * 


The Baby’s Diaper 


The Baby's Diaper with Suggestions for its Im- 
provement. By Charles F. McKhann and George 
Bricmont, Jnl. Ped., 34:2 131-138, Feb., 1949. 


From considerations of the personal health of the 
infant, rather than the dictates of environmental 
sanitation of infant fashions, the best diaper would 
probably be none at all. This is not uncommon in 
many parts of the world. 


The wet and soiled diaper causes maceration of 
the skin, intertrigo, ammoniacal dermatitis, and, in 
females, cystitis or pyelitis. (Hekmholz believes most 
of these infections are of the ascending type.) 


The present diaper allows urine and a variable 
amount of feces to be spread over the bassinet 
sheet. This makes it most difficult to avoid cross 
infection in nurseries. Much care and cleanliness 
in a food formula laboratory may be lost at the in- 
fant’s bedside. 


As a solution to the present unsatisfactory diaper- 
ing, the authors suggest a diaper envelope which is 
constructed to hold a pad which is extra thick in the 
front end. When properly inserted, the pad fits 
smoothly into the waterproof material covering both 
ends of the pad, keeping them out of contact with 
the baby, leaving only a small section in the middle 
of the pad directly exposed to the excretions. The 
arc action of the pad holds this section of the pad 
away from the baby. The insert can be removed by 
grasping the ends of the diaper garment and apply- 
ing pressure in the middle with the thumbs. The 
folded pad will fall out—D.R.D. 


Veterans Administration Admissions 


Approximately 53,000 ex-servicemen and women 
were admitted to Veterans Administration hospitals 
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and hospitals under contract to the VA during Au- 
gust, a record high for any one month, according to 
a recent VA report. Previously, the highest number 
of admissions was 51,000 during March of this year. 


Although neuropsychiatric patients comprise more 
than half of the VA hospital patient population, be- 
cause of the extended treatment required, veterans 
classified as general medical and surgical patients 
far outnumbered the admissions in the neuropsy- 
chiatric and tuberculous categories. Approximately 
46,000 of the admissions were in the general med- 
ical and surgical classification. 


Now under construction or contract are 39 addi- 
tional VA hospitals with a total bed capacity of 
17,012. Eight additions to existing hospitals are 
also being built to add another 1,689 beds. Twenty- 
three other hospitals and three additions are in the 
planning stage. 


Residencies in Topeka 


From a number of sources it has been announced 
recently that the Topeka State Hospital has been 
approved for residency training in psychiatry. This 
statement is in error. Efforts are being made to set 
up standards at this hospital which will ultimately 
meet approval not only for training in psychiatry but 
in general surgical and medical residencies as well. 
That program, however, is not less than five or six 
years away. 


For the present an agreement between the state 
hospital and the Menninger School of Psychiatry, 
which latter is approved for the training of psychi- 
atric residents, has been made whereby residents at 
the Menninger institution may do part of their work 
under supervision at the state hospital. 


Inventory of Nurses Available 


A complete inventory of registered professional 
nurses in the United States and its territories is now 
being released by the American Nurses’ Association, 
according to Pearl McIver, president. It provides 
data on number and location, age, marital status, re- 
sponsibility for dependents, whether the nurse is 
actively engaged in nursing and the field of em- 
ployment and position, type of preparation and ex- 
perience in special fields. The census will be main- 
tained on a current basis, according to plans. 


Copies may be secured from the American Nurses’ 
Association, 1790 Broadway, New York 19, New 
York, at $1.00 per copy. 


91st Annual Meeting, Kansas Medical Society, 
Wichita, Kansas, May 15-18, 1950. 
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Folic acid, in either free or conjugated form, 
is a normal constituent of the tissues of the body 
and is usually present in the gastrointestinal 

tract. Not only are the glossitis and enteritis of 

sprue dramatically relieved by folic acid but 

the blood picture is also simultaneously improved. 
Lederle has been extremely active in conducting 
research in the field of nutrition, both in animals 
and man, and it is anticipated that the 

orientation of folic acid with respect to a number 

of other nutritional factors — including the 
anti-pernicious anemia factor and the animal protein 
factor — will soon be made clear. 


LEDERLE LABORATORIES DIVISION awearcav Ganamid company 30 Rockefeller Plaza, New York 20, N. Y. 
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BOOK REVIEWS 


How to Become a Doctor. By George R. Moon, 
A.B., M.A., Examiner and Recorder, University of 
Illinois College of Medicine. Published by the 
Blakiston Company, Philadelphia. 131 pages. Price 
$2.00. 


This is a very valuable book for a young man or 
young woman to read if they think they wish to 
study medicine .The major portion of the book deals 
exclusively with medicine but it also includes in- 
formation about allied professions such as nursing, 
dentistry, pharmacy, medical technicians, occupa- 
tional and physical therapy, and hospital administra- 
tion and then drifts over for a word about veterinary 
medicine, osteopathy and optometry. 


The would-be doctor, however, will find in this 
one book the answers to nearly all of the general 
questions he may have in regard ‘to applying for ad- 
mission to the various schools of medicine. Mr. Moon 
has gathered his information and facts carefully. The 
reviewer believes, however, that one sentence should 
have been printed in bold face. “To get into any 
medical school, one needs a good scholastic record 
but to get into a state university medical school he 
must have an excellent record.” The author points 
out that there are many more applicants than can 
possibly be admitted to the schools of medicine and 
states that many of these young people will have to 
be satisfied with some other profession for their life- 
work.—H. W. 

* * * 

Current Therapy, By Howard F. Conn, M.D., and 
over 200 associates. Published by W. B. Saunders 
Company, Philadelphia. 672 pages. Price $10. 

This book really is named Current Therapy 1949 
and adequately and entertainingly presents, as these 
words of its title state “Latest Approved Meth- 
ods of Treatment for the Practicing Physician.” One 
or more brief reviews of the latest therapy procedure 
for 272 diseases are given; in certain controversial 
subjects as many as three contributors give sepa- 
rately their favorite methods. And these contributors 
are among the most outstanding authorities on their 
particular disease assignment. 

Too frequently one consults a treatment text book 
to find some old statement present which has been 
copied from year to year from previous text books. 
In “Current Therapy” one opens the page to his dis- 
ease topic and finds there an excellent brief sum- 
mary of the 1949 approved method of treatment. 

There are literally hundreds of prescriptions, diets, 
mixtures and delineated routines of proven clinical 
usage. This book is a must for every practicing phy- 
sician.—E.H.H. 


A Textbook of Surgery. Edited by Frederick Chris- 
topher. Published by W. B. Saunders Company, 
Philadelphia. 1550 pages, 1465 illustrations. Price 
$12. 


Dr. Christopher has brought his book up to date 
in this fifth edition. Twenty-nine sections are en- 
tirely new and other sections have been revised. Each 
section has been written in a concise manner with 
emphasis upon the essential features of each subject. 
The thoroughness of the presentation of the newer 
features of thoracic surgery and surgery of the 
cardiovascular system is commendable. Wound heal- 
ing, shock, acidosis and alkalosis, water and electro- 
lyte balance, bacteriology and chemotherapy, sub- - 
jects which are so important in modern surgical 
therapy, are ably presented. Illustrations are nu- 
merous and of good quality. 

Dr. Christopher has not only maintained the 
standard of his previous editions, but has definitely 
improved the quality of his book in this new edition. 
It can be recommended with enthusiasm as a text 
and reference book. Every surgeon should have it 
in his library —T.G.O. 


* * * 


Diagnosis and Treatment of Brain Tumors and 
Care of. the Neurosurgical Patient. By Ernest Sachs. 
C. V. Mosby Company, St. Louis. 537 pages, 348 
illustrations. Price $15.00. 

This book is a combination of two books pre- 
viously written by Dr. Sachs, both of which have 
been partially revised and brought up to date. It 


‘includes surgical anatomy, physiology, pathology, 


and methods of examination and diagnosis useful 
to students and doctors, and details of operative 
technique that neurosurgeons will find interesting. 
Its section on post-operative care will te found 
particularly helpful to house officers and nurses. 
The text makes easy reading, the illustrations are 
profuse and beautifully done, and the clarity and 
emphasis of the book in enhanced by numerous 
detailed case reports of sample cases from Doctor 
Sachs’ own tremendous neurosurgical experience. 

This book is a presentation of Dr. Sachs’ own 
personal opinions and experiences, and at times he 
appears dogmatic in defending them. He dwells 
at great length on unnecessary details as to exactly 
how his own operating room, dressing tray, and 
surgical instruments are set up, and not enough on 
more important recent developments, such as arteri- 
ography. In the section on anesthesia, pentothal is 
not even mentioned. 

On the whole, the book is well presented, is in- 
teresting, informative and readily deserves its place 
in every medical library —W.P.W. 


* * * 


Normal Values in Clinical Medicine. By Sunder- 
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Phosphorus 
Vitamin A 


tional Research 

Allowances, 
Sedentary Man 

(154 Ibs.) 


12 
Ovaltine in Milk, [vel os [2 


3 Servings * 


Percentages of N. R. C. 
*Each serving made 0 


Allowances Provided by 


3 Servings* of 
-Ovaltine in Milk 


A sure step to dietary adequacy 


The aim of the dietary at all 
times and under all conditions is to provide ample 
amounts—not just minimum amounts—of all nutrient 
essentials. Only when the daily nutrient intake is fully 
adequate, based on the most authoritative nutritional 
criteria, can the possibility of adequate nutrition be 
assured. It is for this reason that a food supplement 
assumes great importance in daily practice. It should 
be rich in those nutrients most likely deficient in pre- 
vailing diets or in restricted diets during illness and 
convalescence. 

The multiple nutrient dietary food supplement, Ovaltine 
in milk, is especially suited for transforming even 
poor diets to full nutritional adequacy. This is clearly 
shown by the data in the table above. 

Note in particular the high percentages of the 
dietary allowances for nutrients and the relatively low ; 
percentage of the total calories furnished by the serv- and Sweal Chocolate Flavored, 
ings of Ovaltine in milk. Thus, without unduly in- identical in nutritional content. 
creasing the caloric intake, Ovaltine in milk greatly 
increases the contribution of nutrient essentials. En- 
ticing flavor and easy digestibility are other important 
features of this dietary supplement. 


THE WANDER COMPANY, 360 N. MICHIGAN AVE., CHICAGO 1, ILL. 
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man and Boerner. Published by W. B. Saunders 
Company, Philadelphia. 845 pages, 650 illustrations 
and tables. Price $14.00. 


The authors have assembled an astounding amount 
of material relative to normal values in clinical 
medicine. The book encompasses not only the 
laboratory fields for which the authors are noted, 
but also the allied fields of physical diagnosis, 
physical medicine, anatomy, physiology, and medical 
statistics. 

It is an innovation in the field of medical liter- 
ature which will have inestimable value as a refer- 
ence book on the variation of normal values.—L.H.L. 

* * * 


Operations of General Surgery. Second Edition. 
By Thomas G. Orr, M.D. Published by W. B. Saun- 
ders Company, Philadelphia. 890 pages, 1700 illus- 
trations on 721 figures. Price $13.50. 


This informative book serves an unusually useful 
purpose to general surgeons in all stages of endeavor 
who will find themselves repeatedly referring to it 
for its practical presentation of procedures, new and 
old, in all facets of general surgery. This information 
is presented clearly and concisely with adequate 
description and detailed illustration of technic. Many 
alternative procedures for each technic are included 
with their indications for use, as well as their 
dangers and safeguards. 

The second edition has been tuned to the pace- 
making strides of general surgery, incorporating not 
only the modern advances in cardiac, pulmonary, 
and vascular surgery, but also the newer modifi- 
cations of established surgical procedures. 

The reader will find up-to-date concepts of sur- 
gical diseases presented in a brief and to-the-point 
manner, making for intelligent application of surgi- 
cal procedures. Fundamental and basic surgical 
principles, including even the simple opening and 
closing of surgical incisions, have been enlarged 
upon in the second edition. Real contributions to 
the surgeon’s armamentarium are presented in almost 
every field of surgery, general or special, representa- 
tive of the wide experience of the author. 

This book in the library of the surgeon and the 
hospital is unique in its day-to-day usefulness and 
in the presentation of the essentials of surgical tech- 
nic directed both to the beginner in surgery and 
the general surgeon as well.—S.R.F. 

* * * 

Life Among the Doctors. By Paul de Kruif. Pub- 
lished by Harcourt, Brace and Company, New Y ork. 
470 pages. Price $4.75. 

"Paul de Kruif has been regarded, not without 
reason, as being the stormy petrel of American medi- 
cal writing. Trained as a bacteriologist and well 
known for important contributions in the field of 
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bacteriology, De Kruif left the research laboratories; 
and the stir that his native talent, his flair for the 
dramatic, and an occasional lack of objectivity have 
caused, are well known to all, particularly the medi- 
cal profession. 

De Kruif’s latest work, and one which he would 
appear to regard as his most important to date, is in 
a sense autobiographical, for in it he relates his 
personal experiences and contacts with some of the 
controversial and important figures in recent Amer- 
ican medicine. 

The style is De Kruif at his most readable and 
most dramatic. The fact that the figures about 
whom he writes were and are controversial, plus the 
fervor of his interest in the underdog, combine to 
make for a passionate statement of principle regard- 
ing medical practice and advances in medical knowl- 
edge. Organized medicine, as might be expected, 
comes under severe criticism from time to time. 
The reviewer does not know the facts in many in- 
stances which De Kruif describes and thus cannot 
comment on the objectivity of this volume. How- 
ever, it would seem clear that in many instances the 
author has real reason for his attacks but that in 
other instances he tends to overstate the situation. 

Regardless of the reader’s point of view, however, 
the book is readable and is recommended as enter- 
taining. It is also quite probable that many physi- 
cians could read this book with profit, particularly 
as it reflects the well-known reluctance on the part 
of the medical profession to modify the status quo. 

It is interesting in passing to note that quite 
recently De Kruif has come out vigorously as op- 
posed to compulsory health insurance and the re- 
viewer feels that the author may actually serve a 
useful purpose in this volume by stimulating the 
medical profession to examine itself in the light of 
the profession’s attitudes over the past ten years.— 
F.D.M. 

* * * 

Golden Jubilee World Tribute to Dr. Sidney V. 
Hass. Published by the Committee for the Golden 
Jubilee Tribute to Dr. Sidney V. Haas, New York. 
38 pages. 

This is a short monograph, with testimonials from 
leaders in the field of pediatrics, on the occasion of 
the completion of Dr. Haas’ 50th year in medical 
practice. Dr. Haas is best known to the medical 
world for his introduction of banana treatment of 
celiac disease.—F.D.M. 

* * * 

Archivum Chirurgicum Neerlandicum (Dutch 
Archives of Surgery). Published by Oxford Univer- 
sity Press, New York. Price $8.50 per year. 


The Dutch Archives of Surgery is a new quarterly 
periodical devoted to general surgery. It is the offi- 
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PLAN NOW TO ATTEND THE 


SIXTH ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 
February 28, March |, 2, and 3, 1950 


PALMER HOUSE CHICAGO 3, ILLINOIS 


A four day meeting planned to keep you abreast of the latest developments in 
scientific medicine. . 


A group of outstanding men will present an excellent scientific program. 


COLOR TELEVISION will be beamed from one of Chicago’s large hospitals direct 
to the Palmer House. 


Many instructive scientific and technical exhibits. 


MAKE YOUR RESERVATIONS DIRECT WITH THE PALMER HOUSE 
1850—The One Hundredth Anniversary of the Chicago Medical Society—1950 


Whodesa t Hospital? 


A private hospital for the scientific treatment of neuro-psychiatric disorders, including 
alcoholism and drug addiction. Beautiful landscaping and home-like surroundings afford 
a restful atmosphere. Accommodations vary from single rooms with or without bath to 
rooms en suite, allowing for segregation of guests. 


Detailed information furnished on request. 
Karl J. Waggener, M.D. Wendell T. Wingett, M.D. 


‘ 
627 
‘ 
= 
| 
: 
2 
| 
| | 
| 
| 
| 
| 
| 
| 
| 
| 
| 
. 


628 THE JOURNAL OF THE KANSAS MEDICAL SOCIETY 


cial organ of the Dutch College for the Advance- 
ment of Surgical Science and its constituent bodies. 
Although published in Arnhem, Netherlands, it is 
printed in English. Its proposed aim is the presen- 
tation of new advances in the various fields of 
surgery. 

The first volume contains original articles on 
pericardiectomy, the surgical treatment of esopha- 
geal carcinoma, retropubic prostatectomy, enterococ- 
cal peritonitis, pneumonectomy for Boeck’s sarcoid, 
the surgical excision of an aortic aneurysm following 
resection for aortic coarctation, the operative treat- 
ment of severe kyphosis due to Bechterew’s disease, 
and the treatment of prostatic carcinoma by andro- 
gens. The format is pleasing; it is printed on fine 
quality art paper, and the illustrations are abundant 
and well-reproduced. 

The journal is a must for all medical and surgical 
departmental libraries. It will prove of interest to 
those who keep abreast of current results, new tech- 
niques, and descriptive articles in surgery. It will 
serve as a stimulus to all surgeons and should assist 
substantially in the international propagation of 
medical knowledge.—C.F.K. 


* * * 


Trends in Medical Education. The New York 
Academy of Medicine, Institute of Medical Educa- 
tion, 1947. Published by the Commonwealth Fund, 
New York. 320 pages. Price $3.00. 

This is a collection of talks by various educators, 
including those in secondary schools and colleges 
as well as in medical schools. The essays express 
many different points of view. No attempt is made 
to arrive at any basic plan of action in any one field 
of medical education, but rather to survey all opin- 
ions. The book is valuable for those who want to 
find out both sides of the argument. The turmoil 
through which medical education today is going is 
well presented and comprehensively covered. The 
reader will have to separate the chaff from the wheat 
for himself —H.C.M. 

* * * 
Excessive Use of Vitamin Dz 


Excessive amounts of vitamin De (irradiated 
ergosterol) may cause abnormal calcium deposits in 
organs and tissues and abnormal porousness of 
bones, three Boston doctors informed the 50th an- 
nual meeting of the American Roentgen Ray So- 
ciety in Cincinnati in October. 

The report of toxic effects was made by Drs. 
William R. Christensen, Charles Liebman and Mer- 
rill C. Sosman. The “bizarre yet apparently specific 
lesions which occur” are revealed by x-ray, they said. 
The disorder is termed medically as hypervita- 
minosis D. 

They cited several cases showing unusual skeletal 


and joint manifestations of the disease. These, they 
added, are believed to be of diagnostic significance. 

The symptoms include nausea, urinary frequency, 
thirst, diarrhea, gastrointestinal pain and vomiting. 
Kidney damage and hardening of tissue by the de- 
posit of calcium are results. Deaths have been re- 
ported. 


The number of factors which may affect the 
potency of a given dosage are surprisingly high, the 
report said. These include the duration of adminis- 
tration, the manner of administration and the source 
of vitamin D. 


“There are several vitamins D, all closely related 
chemically and each having definite antirachitic 
(preventive and curative of rickets) activity,” the 
doctors reported. “The most important are Dz and 
Ds. Vitamin Ds is the naturally occurring product 
found in fish liver oils; Dz is essentially a synthetic 
product. 


“With unusually few exceptions the reported cases 
of hypervitaminosis D have clearly occurred as a re- 
sult of treatment with vitamin Dz. A major part of 
this observed incidence is probably due to the fact 
this product is available in high concentration and 
has been the one commonly used for obtaining high 
dosage.” 


They said that although toxic effects occur with 
both vitamins, experiments on rats and other ani- 
mals showed that the effect of vitamin Dz was more 
pronounced than that of Ds. 


_Grants for Water Pollution Study 


Federal grants totalling $850,000 to study water 
pollution resulting from industrial waste were an- 
nounced recently by the Federal Security Agency. 
Kansas was scheduled to receive $13,697, and the 
Kansas State Board of Health was listed as the 
agency officially designated to conduct the study. 


Before funds may actually be released for study 
of industrial waste problems, applications setting 
forth specific programs must be approved by the 
Public Health Service. 


Important messages are presented in the advertise- 
ments in the Journal each month. New products are 
announced from time to time and information is 
presented regarding the use of products featured. 
Other types of ads emphasize services rendered and 
commodities offered that may be used in any phy- 
sician’s practice, his office, or his home. Readers 
can rely on the statements and facts presented as 
only ethical advertisements are included. Please tell 
the advertisers that you saw their ads in the Journal 
of the Kansas Medical Society. 
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POSTGRADUATE COURSE 


for the 


GENERAL PRACTITIONER 


in 


CANCER 
March 14-17, 


1950 


Diagnosis will be stressed with newer aspects of 


therapy reviewed. 


Please address requests for information to: 


Director, Division of Postgraduate Studies 
Washington University School of Medicine 
4580 Scott Avenue 

St. Louis 10, Missouri 


Merry Christmas 


One could not be more sincere when we extend 


to you the Season’s Greetings. 


Gratefully and from the bottom of our hearts, we 
wish you a most pleasant Holiday Season. 


May Peace, Joy, and Happiness always be yours, 
and may we always consider you our very best 
friends. 


Sincerely yours, 


INDEPEYDENT 


OPT HAL 


Cook County Graduate School of Medicine 
ANNOUNCES CONTINUOUS COURSES 


SURGERY—Intensive Course in Surgical Technique, Two 

Weeks, starting January 23, February 20. 

Surgical Technique, Surgical Anatomy & Clinical Surgery, 
Four Weeks, starting February 6, March 6. 

Surgery of Colon and Rectum, One Week, 
March 6. 

Esophageal Surgery, One Week, starting June 5. 

Breast & Thyroid Surgery, One Week, — June 26. 

Thoracic, Surgery, One Week, starting June 12. 

Gallbladder Surgery, Ten Hours, starting June 19. 


starting 


Fractures & Traumatic Surgery, Two Weeks, starting 
April 17. 
GYNECOLOGY—Intensive Course, Two Weeks, starting 


February 20. 
Vaginal Approach to Pelvic Surgery, One Week, starting 


March 6 

Course, Two Weeks, starting 
March 6 

PEDIATRICS —Iensiv Course, Two Weeks, starting 

pril 3. 

ee General Course, Two Weeks, start- 

ing April 24. 
Gastroscopy, ll Weeks, starting March 6. 
DERMATOLOGY—Formal Course, Two Weeks, starting 


May 8. Informal Clinical Course every two weeks. 


ROENTGENOLOGY—Diagnostic & Lecture Course First 
Monday of every month. 
Clinical Course Third Monday of every month. 
X-Ray Therapy every two weeks. 


— Course, Two 
ri 
Chan. Ten Day Practical Course, every two weeks. 


Weeks, starting 


GENERAL, INTENSIVE AND SPECIAL COURSES IN ALL 
BRANCHES OF MEDICINE, SURGERY AND THE ela 
TEACHING FACULTY—ATTENDING STA 
COOK COUNTY HOSPITAL 


Address: Registrar, 427 South Honore Street, Chicago 12, Ill. 
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ACCIDENT HOSPITAL SICKNESS. 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 


EXCLUSIVELY 


PHYSICIANS 


ALL 

PREMIUMS 

COME FROM DENTISTS GO TO 
$5,000 accidental death $8.00 
$25.00 weekly indemnity, accident and sickness Quarterly 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, accident and sickness Quarterly 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death $32.00 
$100.00 weekly indemnity, accident and sickness Quarterly 


COST HAS NEVER EXCEEDED AMOUNTS SHOWN. ALSO 
FOSPITAL EXPENSE FOR MEMBERS WIVES AND CHILDREN 


85¢ out of each $1.00 gross income used 


for members’ benefits 
$3,700,000.00 $15,700,000.00 


Invested Assets Paid for Claims 
$200,000.00 deposited with State of Nebraska for 
protection of our members 


the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


47 years under the same management 


| Disability need not be incurred in line of duty—benefits from 
| 
| 
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Army to Conserve Medical Skills 

A newly-adopted Army plan will result in greater 
economy in the use of scarce professional personnel 
in military hospitals in theaters of operations, ac- 
cording to an announcement by Major General R. 
W. Bliss, the Army Surgeon General. 

“Under this plan,” said General Bliss, “fewer 
physicians or dentists will be ordered to active duty 
with Army medical units until those units are ready 
to move into a theater of operations. This should 
allow each doctor to remain in active practice in his 
community until the Army has an actual need for 
his services with troops in combat.” 

The new plan is the result of an intensive study 
of experiences of the Army Medical Department 
during World War II. At that time doctors were 
required to join units while medical technicians 
and administrative personnel were being trained in 
the setting up, operating, and dismantling of mobile 
field medical equipment. This resulted in a loss 
of skilled professional manpower, not only to the 
Army, but to the doctor's civilian community as 
well. 

Hospital personnel will now be divided into two 
groups—administrative and professional personnel. 
The professional group will be known as the “pro- 
fessional complement,” and will be made up of 
physicians, dentists, nurses, and other specialists. 


| GRADUATE AND POSTGRADUATE MEDICINE 


COURSE IN THE SCIENCES FUNDAMENTAL TO MEDICAL AND SURGICAL 
SPECIALTIES AT UNIVERSITY OF COLORADO MEDICAL SCHOOL 


DENVER, COLORADO 


Winter Quarter—January 3 to March 18,1950 
Spring Quarter—March 27 to June 10, 1950 
These courses are designed to orient the graduate student in the basic sciences required 


for certification by the various American Specialty Boards, except Otolaryngology and 
Ophthalmology. Attendance on a full-time or part-time basis may be arranged according 


to individual needs. 


Winter Quarter includes symposia and seminars covering the various clinical phases 
of physiology, biochemistry, pharmacology, pathology and bacteriology closely correlated 
with patient problems as related to the clinical specialties. (Emphasis is placed upon 


medical subjects.) 


Spring Quarter includes anatomy of the surgical specialties, experimental surgery, gross 
and microscopic pathology, neuropathology, neuroanatomy and radiophysics. (Emphasis 


is placed on surgical subjects.) 


University credit is granted. Tuition is $110.00 per quarter. 
Apply to Director of Graduate and Postgraduate Medical Education, University of Col- 


orado Medical Center, Denver 7, Colorado. 
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They will not be required to join the unit until 
such time as the unit is engaged in the actual care 
of patients. Further, when the requirement for 
this group has ceased, they may be moved to another 
theater of operations, or to another area within a 
theater where their professional services will be 
put to use with a minimum of delay. The admin- 
istrative group would remain to oversee the mov- 
ing of equipment and records of the unit. In this 
way maximum use may be made of the professional 
complement’s services. 


Rural Health Conference in Kansas City 


The Committee on Rural Health of the American 
Medical Association will hold its fifth annual con- 
ference in Kansas City, Missouri, February 3 and 4, 
1950. Chairmen of the state rural health commit- 
tees will meet February 2. Attending the conference 
will be physicians, farm organization leaders, agri- 
cultural educators, farm editors and others concerned 
with rural health problems. 

Five topics will be introduced for discussion, rural 
medical facilities at the local level, relation of agri- 
cultural extension service to rural health problems, 
community responsibility for health service in rural 
areas, methods of prepayment for health services in 
rural areas, and the responsibility of the medical 
schools in the rural health program. 


. 
| 
| 
‘ 


DECEMBER, 1949 


REAGENT CHEMICALS 
THERMOMETERS 
PIPETTES 
HYDROMETERS 


LATEX, RUBBER, TYGON, KOROSEAL, 
SOFT and PYREX GLASS TUBING 


LABORATORY GLASSWARE and SUPPLIES 


KLINE TEST ANTIGEN (LaMotte) 
CARDIOLIPIN—LECITHIN 


KOROSEAL and AMERIPOL APRONS 
LABORATORY EQUIPMENT 


Southwest Scientific Corporation 
122 S. St. Francis Wichita 2, Kansas 


Your instructions 
faithfully executed. 
Qualified, cour- 
teous orthopaedic 
technicians. 
e 
THE 

W. E. ISLE 

COMPANY 
ENTIRE SECOND FLOOR 

1121 GRAND AVE. 

KANSAS CITY, MO. 
VICTOR 2350 


PARALYSIS 


FRACTURE 
BRACES 
MADE TO 

ORDER 


| THE TROWBRIDGE TRAINING SCHOOL 
Established 1917 
A HOME SCHOOL for NERVOUS and BACKWARD CHILDREN 
The Best in the West 


Beautiful Buildings and Spacious Grounds. Equipment Unexcelled. Experienced Teachers. Personal Supervision given 
each Pupil. Resident Physician. Enrollment Limited. Endorsed by Physicians and Educators. Pamphlet upon Request. 


1850 Bryant Building E. HAYDEN TROWBRIDGE. M.D. 


Kansas City, Mo. 


Nationally advertised Surgical Supplies and Equipment have been placed at Topeka, Joplin, Kansas City 
and St. Joseph for your convenience by — 


GOETZE 


NIEMER CO. 


Management by Dr. W. F. Goetze. a member of the American Medical Association, assures intelligent servicing of your 


orders, 


OVER 31 YEARS OF EXPERIENCE 


COLLECTING DORMANT ACCOUNTS FOR HOSPITALS AND PHYSICIANS 


ALL FUNDS PAID DIRECT TO OUR CLIENT 


We prepare and keep all the records—furnish the supplies—do all detail work—pay part of routine postage. 
The plan is successful and altogether different from anyother. Efficient organization and field men, 


READING & SMITH SERVICE BUREAU 


1004 Commerce Trust Bldg. 


Kansas City, 6, Mo. 


RADIUM 


(including Radium Applicators) 
FOR ALL MEDICAL PURPOSES 
Est. 1919 
Quiney X-Ray & Radium Laboratories 


(owned and directed by a Physician- 
Radiologist) 
Harold Swanberg, B.S., M.D., Director 
W.C. U. Bldg. Quincy, Illinois 


The Neurological Hospital, 2625 The 
Paseo, Kansas City, Missouri. Oper- 
ated by the Robinson Clinic, for the 
care and treatment of nervous and 
mental patients and associated condi- 


tions. 
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CLASSIFIED ADVERTISEMENTS 


FOR SALE—RCA cartridge loading wire recorder, foot 
switch and two cartridges included. Retail value approxi- 
mately $200.00. 1948 model, as good as new, has had 
little use. Will sell for $125.00. Write the Journal 13-49. 


STAFF PHYSICIAN WANTED. 
salary, all equipment and facilities. 


Institution offers good 
Write the Journal 14-49. 


SURGEON AVAILABLE. General surgeon wants location 
in clinic group or information on location for individual 
practice. Write the Journal 15-49. 


FOR SALE—Fischer diathermy machine, Type G, Hanovice 
Alpine sun lamp with bulb and upright, Koken hydraulic lift 
examining chair, instrument stand, supply cabinet with three 
drawers, flat top table with mattress. Write the Journal 
17-49. 


FOR SALE—Office equipment and small instruments, 
x-ray machine, instrument case, irrigation stand, two oper- 
atin gtables, chairs, etc. Will take $300. Write the Journal 
16-49. 


POSTGRADUATE 


Guest Instructors: 


AXEL N. ARNESON, M.D., Associate Professor of Clinical Ob- 
stetrics & Gynecology and Therapeutic Radiology, Washington 
University School of Medicine, St. Louis. 

JOHN D. CAMP, M.D., Associate Professor of Radiology, Uni- 
versity of Minnesota Graduate School of Medicine; Radiologist, 
Mayo Clinic, Rochester, Minn. 

JAMES P. COONEY, COLONEL, MEDICAL CORPS, U. S. Army; 
Chief, Radiology Branch, Division of Military Application, 
Atomic Energy Commission, Washington, D. C. 

FELIX G. FLEISCHNER, M.D., Director, Department of Radi- 
ology, Beth Israel Hospital; Instructor ‘in Radiology, Harvard 
Medical School, Boston. 

WILLIS L. BELLER, M.D.. Radiologist, Topeka. 

A. M. CHERNER, M.D., Radiologist, The Eddy Clinic, Hays. 

L. K. CHONT, M.D., Radiologist, Snyder-Jones Clinic, Winfield. 

DAVID S. DANN, M.D., Radiologist, Menorah Hospital, Kansas 
City, Missouri. 

— F. GLASER, M.D., Radiologist, Grace Hospital, Hutch- 


HOMER L. HIEBERT, M.D., Radiologist, Topeka. 

RALPH E. HINES, M.D., Radiologist, Veterans Administration 
Hospital, Wichita. 

KENNETH C. HOLLWEG, M:D., Radiologist, St. 
Hospital, Kansas City, Missouri. 

WILLIAM M. KITCHEN, M.D., Radiologist, St. Mary’s Hospital, 
Kansas City, Missouri. 

IRA H. LOCKWOOD, M.D., Radiologist, 
Kansas City, Missouri. 

NEWMAN C. NASH, M_D., 
Wichita. 

G. S. RIPLEY, M.D., Radiologist. Mowery Clinic, Salina. 

a F. ROSSITTO, M.D., Radiologist, Wichita Hospital, 
Wichit: 

LOUIS ‘SCARPELLINO, M.D., Radiologist, St. Luke’s Hospital, 
Kansas City, Missouri. 

J. E. SCHIFFMACHER, M.D., Radiologist, St. Joseph's Hospital, 
Kansas City, Missouri. 

ARTHUR B. SMITH, M.D., Radiologist, 
Kansas City, Missouri. 

J. T. SWANSON, M.D., Radiologist, Independence, Kansas. 

URIE, M.D.. Radiologist, Parsons Clinic, Parsons. 

JOHN W. WALKER, M.D Radiologist, Research Hosvital, 
Kansas City, Missouri. 

CHARLES M. WHITE, M.D., Radiologist, Wichita Clinic, 
Wichita. 

University of Kansas Faculty: 

JOHN F. BOWSER, M.D., Associate in Radiology. 

P. E. HIEBERT, M.D., Associate in Radiology. 

NOBLE W. IRVING, M.D., Senior Resident in Radiology. 

DORIS KUBIN, M.D., Instructor in Radiology. 

JAMES E. McCONCHIE, M.D., Intsructor in Radiolog 

E. H. SKINNER, M.D., Lecturer in Radiology and _ of 
Medicine. 

GALEN M. TICE, M.D., Professor of Radiology 

C. E. VIRDEN, M.D., Assistant Professor of Radiology. 


Joseph's 


Ressarch Hospital, 


Radiologist, Wesley Hospital, 


Research Hospital, 


COURSE 
January 16, 17 & 18, 1950 
UNIVERSITY OF KANSAS MEDICAL CENTER, KANSAS CITY, KANSAS 


ANNOUNCEMENTS 


February 20-21—Tenth Annual Congress on Industrial Health, 
Roosevelt Hotel, New York City. 


February 20-23—Scientific Assembly, American Academy of Gen- 
eral Practice, Kiel Auditorium, St. Louis, Missouri. Reserva- 
tions Accepted to January 16. Address Hotels Reservation 
—. A.A.G.P., 1420 Syndicate Trust Building, St. Louis 1, 

issouri. 


March 26-30—Pan-American Association of Ophthalmology, Miami 
Beach, Florida. Conference of National Society for Preven- 
tion of Blindness in Conjunction. Headquarters at Floridian 
Hotel, Miami Beach. 


May 14-19—lInternational and Fourth Amer:can Congress on Cb- 
stetrics and Gynecology, New York, New York. 


MAY 15-18—‘lst ANNUAL SESSION, KANSAS MEDICAL 
SOCIETY, WICHITA, KANSAS. 


Attend the Second Annual Mid-West Cancer Con- 
ference to Le held at Wichita, Kansas, January 19-21, 
1950. 


IN RADIOLOGY 


SUBJECTS TO BE DISCUSSED 

The Responsibility of the Radiologist in the Diagnosis of 
Congenital Heart Disease. 

Roentgen Determination of Right Ventricular Enlargement. 

The Radiological Aspects of Pneumothorax. 

bis Value of Oblique Views of Cervical and Lumbar 
pine, 

Roentgen Diagnosis of Atypical Pneumonia. 

The Technique of Bronchography. 

Pulmonary Embolism. 

Hidden Areas in the Colon. 

The Diagnosis of Polyps of the Colon. 

Eventration of the Diaphragm With Inversion of the 
Stomach. 


Tumors of the Small Intestine. 

Pleurisy. 

Roentgen Examination of the Esoptagus. 

Hernias of the Left Diaphragm. 

Roentgen Examination of the Stomach and Duodenem. 


Roentgen Examination of the Small Gut and Use of the 
Miller-Abbott Tube. 


Atomic Bomb Casualties. 


Significant Roentgenological Changes of Intracrazial Dis- 
eases. 


Transparent Enema With the New Suspended Barium. 

The Diagnosis of Renal Tumors. 

Cerebral Angiography. 

Experiences With Radium Therapy in Treating Lesions of 
the Mouth and Mand ble 

Roentgenologic Changes in the Skull in Systemic Disease. 

Problems of the Doctor in Atomic Warfare. 

Roentgen Therapy of Asthma in Children. 

Rad‘ation Trea*ment of In‘lammations. 

Radiation Therapy of Hcmangiomata. 

Tumors of the Fharynx. 

Rad‘ation Therany of Carcinoma of the Urinary Bladder. 

Radiation Therapy of Carcinoma of the Cervix. 


Management of Lymph Node Metastasis in Pelvis From 
Carcinoma of the Cervix. 


Myelography. 

The Treatment of Plantar Warts. 

Radiation Therapy of Cerebral Gliomas Supplementing 
Surgery. 

The Technique of Roentgen Examination of the Chest. 

The Use of Radiation in the Treatment of Endometrial 
Cancer. 
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Index to Advertisers 


A BIG TIME-SAVER 


American Optical Company ..............+..- XVI 
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Washington University Schoo 
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Woodcroft Hospital ......... 


EDGEW 


ORANGEBURG, SOU 


Edgewood offers all approved therapet 
ments. Living accommodations private at 


year 'round. Unusual recreational and 
Occupational therapy. Specialize in el: 
Separate department alcoholism, narcot 


reduction method. Full time Fsychiat 
individual care and treatment. For deta 


EDGEWOOD ORA? 


Orin R. Yost, M.D. 


ces! 


State House, 
Topeka, Kansas 


brary, 
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FOR AN INDIVIDUALIST 


panes concerned with infant feeding 
have found that the exceptional flexibil- 
ity-of-use offered by Dextri-Maltose* is an 
important advantage in adapting formulas 
to the individual requirements of the baby. 

By the inclusion of Dextri-Maltose in ap- 
propriate amount, the caloric value and car- 
bohydrate content of a formula can easily be 
adjusted to the infant’s special needs. 

Since the physician has 5 forms of Dextri- 
Maltose available, an individual infant’s for- 
mula may be changed according to various 
clinical or physiologic indications without 
disturbance of his routine. 

Being a mixture of carbohydrates, Dextri- 
Maltose offers special qualities of digestibil- 
ity and slowness of absorption. Hence it is 
an ideal carbohydrate for use in diarrhea and 
other gastrointestinal disturbances. 


Dextri-Maltose dissolves rapidly in water or 
milk. It can be used in your preferred method 
of formula preparation. *T.M.Reg.U.S. Pat.Of. 


MEAD & CO. 
ai, IND.,.U.S.A. 
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